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Posterior  Colpoperineoplasty 


Brooks  Ranney,  M.D.,  FACOG* 


ABSTRACT 

Among  3,441  patients  who  needed  major  gyne- 
cologic operations,  1,275  (38%)  have  needed  pos- 
terior colpoperineoplasty  to  correct  symptomatic 
rectoceles  and  perineal  relaxations. 

Causes  of  rectoceles  and  perineal  relaxations,  and 
at  least  the  partial  prevention  of  the  latter  are  dis- 
cussed. 

Individually  adaptable  techniques  of  posterior 
colpoperineoplasty  are  described.  The  relaxed  rec- 

Posterior  colpoperineoplasty  is  needed  more  often 
than  any  other  vaginoplasty  procedure.  Overenthu- 
siastic  suturing,  which  can  produce  either  introital 
or  mid-vaginal  narrowing  or  rigidity,  may  cause 
subsequent  dyspareunia,  and  may  be  very  difficult 
to  correct  later.1-2  3 4 5 However,  long-lasting  comfort 
and  physiologic  function  of  both  the  rectum  and  the 
vagina  usually  will  result  from  needed,  and  judi- 
ciously individualized  posterior  colpoperineoplasty. 

The  purposes  of  this  report  are  (1)  to  elucidate 
the  causes  and  general  occurrences  of  symptomatic 
rectoceles,  and  of  perineal  relaxations,  (2)  to  mention 
techniques  of  obstetric  delivery  which  often  can 
prevent  perineal  relaxations,  (3)  to  describe  an  in- 
dividually adaptable  method  of  posterior  colpoper- 
ineoplasty which  differs  somewhat  from  those 
previously  described  in  the  literature,  (4)  to  explain 
reasons  for  those  differences,  (5)  to  tabulate  the  long- 
term results  accruing  to  patients,  (6)  to  list  the  ex- 


*Department  of  Obstetrics  and  Gynecology,  University  of  South 
Dakota  School  of  Medicine. 

Obstetrician.  The  Yankton  Clinic,  400  Park,  Yankton,  South 
Dakota  57078. 


tovaginal  fascia  of  the  rectocele  must  be  plicated, 
and  a three-dimensional  perineum  of  sufficient 
breadth  and  height  is  constructed.  Vaginal  and  in- 
troital narrowing  will  cause  dyspareunia,  and  must 
be  avoided. 

All  1,275  patients  have  been  examined  periodically 
from  one  to  32  years  after  their  operations  (average 
12.65  years).  Only  13  patients  (1%)  have  needed  any 
later  operation  of  the  posterior  vaginal  wall  or  per- 
ineum. 

tremely  rare  complications  which  have  followed 
these  procedures,  and  (7)  to  note  methods  for  their 
prevention. 

A.  Causes  and  General  Occurrence  of  Rectocele  and 
Perineal  Lacerations: 

1.  Obstetric  Causes  and  Their  Partial  Prevention: 

Individually  variable  amounts  of  stretching  and 
tearing  of  the  endopelvic  fascia  and  the  upper  two 
thirds  of  the  rectovaginal  septum  usually  will  occur 
during  obstetric  labor,  depending  upon  the  integrity 
and  elasticity  of  the  supporting  connective  tissues, 
the  size  of  the  fetus,  the  duration  of  labor,  the 
amount  of  straining  and  bearing  down  which  the 
mother  performs,  the  precipitate  speed  of  the  second 
stage  of  labor,  and  the  necessity  for  obstetric  ma- 
nipulations. However,  the  perineum  and  supporting 
structures  closely  attached  to  it  may  be  well  protected 
during  delivery  by  properly  chosen  episiotomies 
which  are  performed  as  the  fetal  head  descends  on 
the  perineum,  and  before  the  perineal  tissues  have 
been  severly  stretched  or  torn. 

If  the  fetal  head  is  medium  or  small  in  size,  the 
perineal  body  is  of  average  height,  the  supporting 
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tissues  are  elastic,  and  the  delivery  is  spontaneous 
or  by  outlet  forceps,  a median  episiotomy  may  be 
chosen,  because  it  probably  will  provide  sufficient 
space  without  jeopardizing  the  anal  sphincter  or  rec- 
tum, and  because  median  episiotomies  generally 
may  be  sutured  more  rapidly  than  mediolateral  epi- 
siotomies, requiring  less  skill,  using  less  sutures  and 
permitting  less  blood  loss,  followed  by  healing  with 
less,  temporary,  perineal  discomfort.  However,  even 
after  meticulous  suturing  and  good  healing,  the  per- 
ineal body  is  usually  palpably  narrower  at  its  base, 
following  a median  episiotomy  than  it  is  following 
a mediolateral  episiotomy.  Moreover,  during  deliv- 
ery, median  episiotomies  can  extend  through  the 
anal  sphincter  or  into  the  rectum  much  more  com- 
monly than  do  mediolateral  episiotomies. 6-7-8-91011 
Thereafter,  some  of  these  patients  will  have  either 
poor  bowel  control  or  palpably  permanent  scar  in 
the  lower  rectum,  either  of  which  may  occur  despite 
careful  suturing.  The  rectal  scar  may  cause  recurring 
uncomfortable  fissures  of  the  anterior  rectum  or  anus 
for  many  years.  Likewise,  in  some  patients  whose 
repaired  fourth-degree  lacerations  heal  poorly,  re- 
sulting rectovaginal  fistulas  will  need  later  repairs. 

If  one  chooses  inaccurately,  by  performing  a me- 
dian episiotomy  just  before  obstetric  delivery,  and 
it  becomes  apparent  that  during  delivery  the  median 
episiotomy  is  likely  to  extend  into  the  rectal  sphinc- 
ter, or  beyond,  the  obstetrician  quickly  may  angulate 
the  apex  of  the  episiotomy  diagonally  to  one  side, 
changing  it  into  a “hockey-stick,”  mediolateral  epi- 
siotomy, thus  avoiding  the  rectum.  However,  for 
the  obstetric  patient  with  a large  fetus,  for  operative 
deliveries,  for  a short  perineum,  for  inelastic  tissues, 
and  for  some  primigravidas,  it  is  often  best,  initially, 
to  choose  mediolateral  episiotomy,  accepting  the 
immediate  disadvantages  (probably  more  time  and 
skill  needed  to  suture  a mediolateral  episiotomy, 
some  increase  in  healing  time,  and  a longer  interval 
of  perineal  discomfort  in  the  postpartum  phase)  be- 
cause of  the  counter-balancing,  long-term  advan- 
tages—( 1 ) no  fistulas,  (2)  no  recurringly  painful  rectal 
scars,  and  (3)  deeper,  wedge-shaped,  more  suppor- 
tive perineums  with  more  physiologic  function  of 
the  rectum  and  vagina. 

Using  these  concepts,  among  7,000  deliveries,  the 
writer  has  never  permitted  a fourth-degree  perineal 
laceration  to  occur  during  any  vaginal  delivery,  and 
has  found  no  rectovaginal  fistulas  during  postpartum 
examinations.  However,  19  third-degree  extensions 
involved  parts  of  anal  sphincters  (0.27%).  These  anal 
sphincters  and  perineums  were  carefully  sutured, 
immediately  posl-partum,  and  healed  well,  with 
good  subsequent  bowel  function. 

2.  Other  Contributing  Causes: 

As  estrogen  levels  decrease  during  the  later  men- 


strual years,  and  after  the  menopause,  pelvic  sup- 
porting structures  become  less  elastic,  and  previous 
tearing  and  relaxations  due  to  childbirth  may  be- 
come preceptibly  more  symptomatic,  and  notably 
larger.  These  relaxations  have  been,  and  continue 
to  be  increasingly  aggravated  (1)  by  uterine  retro- 
displacement  (which  allows  the  uterus  to  descend 
more  readily  through  the  vaginal  sleeve),  (2)  by  the 
vertical  posture,  (3)  by  the  effect  of  gravity,  (4)  by 
heavy  work,  (5)  by  straining  at  stool,  and  (6)  by 
repeated  coital  stretching. 

Rarely,  a woman  may  develop  posterior  vaginal 
relaxations  without  prior  childbirth  stretching;  these 
probably  result  from  poor  integrity  of  the  supporting 
tissues,  either  inherited,  or  nutritional. 

Statistical  evidence  for  this  belief  summary  of  eti- 
ologic  factors  is  presented  below. 

3.  General  Occurrence: 

During  the  31  years,  1948-1979,  among  3,441 
patients  who  required  major  gynecologic  operations, 
1,275  (38%)  have  needed  posterior  colpoperineo- 
plasty,  to  correct  symptomatic  rectoceles  and/or 
perineal  relaxations. 

4.  Parity: 

Among  the  1,275  patients  who  needed  posterior 
colpoperineoplasty,  only  5 (0.4%)  had  never  been 
married,  and  only  14  others  (1.1%)  had  never  had 
a baby  delivered  vaginally.  However,  all  19  of  these 
patients  had  partial  prolapse  of  the  uterus,  and  other 
vaginal  relaxations,  suggesting  poor  tissue  integrity. 
The  remaining  1,256  patients  (98.5%)  each  had  had 
between  one  and  16  vaginal  deliveries  (average, 
4.16). 

5.  Age: 

At  the  time  of  posterior  colpoperineoplasty,  the 
youngest  patient  was  only  25  years  old,  but  was 
already  a multigravida  with  procidentia.  The  eldest 
patient  was  89;  she  lived  and  benefited  from  her 
operation  five  more  years,  dying  of  cardiac  cause  at 
age  94.  However,  most  patients  were  between  40 
and  65,  and  the  average  age  was  53  years. 

6.  Anatomical  Distortion  Related  to  Techniques 
During  Obstetric  Deliveries: 

Most  patients  operated  upon  during  the  first  half 
of  this  study  had  had  one  or  more  home  deliveries 
supervised  by  other  physicians,  during  which  many 
mothers  strained  down  inordinately,  and  during 
which  episiotomies  were  performed  rarely,  or  were 
tardily  performed  median  niches  (Table  I).  If  sutures 
were  used,  it  was  to  cover  lacerations  loosely  with 
epithelium.  As  a result,  468  of  these  patients  (82.8%) 
had  old  lacerations  of  the  perineum  and  needed  ex- 
tensive perineoplasties;  40  of  these  old  lacerations 
were  fourth-degree,  and  156  were  third-degree. 

Conversely,  many  of  the  patients  operated  upon 
during  the  last  half  of  this  study  had  been  delivered 
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Table  I 

Effects  of  Prior  Delivery  Techniques  Upon  Subsequent  Perineal  Support 

Numbers  of  Old  Perineal  Lacerations 

1st  Half  of  Study 

2nd  Half  of  Study 

Extent  of 

Mostly  Home  Deliveries 

Mostly  Hospital  Deliveries 

Perineal  Laceration 

565  Patients 

710  Patients 

1st  Degree 

86 

45 

2nd  Degree 

186 

42 

3rd  Degree 

156 

15 

4th  Degree 

40 

2 

TOTALS 

468  = 82.8% 

104  = 14.6% 

previously  in  the  hospital,  by  this  author.  Some  fetal 
heads  had  been  gently  delivered  with  outlet  forceps, 
and  most  perineums  had  benefited  from  individ- 
ually chosen  episiotomies  and  repairs.  As  a result, 
only  1 04  of  these  7 1 0 patients  ( 1 4.6%)  had  any  not- 
able old  perineal  lacerations,  of  which  45  were 
merely  first-degree  and  42  were  second-degree;  most 
needed  only  minimal  perineoplasties. 

7.  Symptoms  and  Findings: 

Despite  this  protection  of  the  perineum  in  recent 
patients,  all  1,275  patients  had  symptomatic  rec- 
toceles,  which  ballooned  into  the  posterior  vagina 
and  which  often  bulged  out  of  the  introitus  when 
the  patient  strained.  This  weakening  of  the  recto- 
vaginal supporting  tissues  interfered  with  the  passage 
of  stool  from  the  rectum,  and  many  patients  needed 
to  support  the  rectal  ballooning  with  their  fingers 
in  order  to  achieve  a bowel  movement.  Some  painful 
bowel  movements,  caused  by  forcing  ballooned 
masses  of  feces  past  the  anus,  were  reported  by  702 
patients.  Also,  231  reported  recurring  rectal  bleeding 
immediately  after  the  passage  of  stool,  caused  by 
lacerations  of  anal  mucosa.  Painful  “hemorrhoids” 
were  a most  common  complaint. 

In  88  patients,  recurring  Assuring,  healing,  and 
scarring,  had  produced  anal  stenosis— easily  per- 
ceived by  the  same  rectal  examination  which  de- 
lineated the  size  of  the  rectocele. 

In  57  patients  (4.5%),  previous  posterior  colpo- 
perineoplasty,  performed  elsewhere,  had  provided 
some  degree  of  improved  bowel  function,  but  had 
resulted  in  painful  dyspareunia,  caused  by  too  much 
scarring  and  narrowing  of  the  vagina.1 2 3 4 5 In  some, 
this  painful  narrowing  was  introital  and  had  been 
caused  by  suturing  together  the  posterior  aspects  of 
the  labia  minora.  However,  most  of  this  painful 
narrowing  was  near,  or  just  above  the  hymen,  and 
had  been  caused  by  dense  scar  and  constriction, 
which  was  the  result  of  rigidly  suturing  together  large 
sweeps  of  the  levator  ani  muscle— thus  causing  a 
“transverse  bar”  or  “washboard  perineum”  to  form 
during  healing.5 12 

B.  Techniques  of  Posterior  Colpoperineoplasty: 


1.  Preparation: 

If  there  is  anal  stenosis,  the  anal  sphincter  and 
scar  should  be  dilated  slowly  and  carefully  with  two 
lubricated  fingers  of  the  gloved  hand,  immediately 
after  induction  of  anesthesia,  and  before  performing 
the  preoperative  vaginal  preparation. 

2.  Dissection: 

In  patients  who  have  symptomatic  rectoceles,  but 
whose  perineums  remain  essentially  intact,  one  may 
make  the  initial  incision  by  depressing  and  stretching 
laterally  the  tissues  of  the  fourchette,  using  two  fin- 
gers of  the  left  hand,  and  by  incising  the  mucosa 
and  underlying  connective  tissues  quite  superficially 
in  the  midline  with  a scapel  (Figure  1).  Then  an 
Allis  forceps  is  placed  on  the  incised  mucosa,  each 
side,  midway  between  the  mucocutaneous  junction 
and  the  hymeneal  ring. 

Conversely,  if  there  has  been  a significant  degree 
of  old  perineal  laceration,  the  gynecologist  must  es- 
timate, immediately  how  much  perineal  buildup  will 
be  optimal  during  the  later  suturing.  Based  upon 
this  estimate,  an  Allis  forceps  is  placed  on  each  side, 
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midway  between  the  mucocutaneous  junction  and 
the  hymeneal  ring.  In  some  patients  who  have 
asymmetrical  postobstetric  scars,  careful,  individual 
judgment  is  needed  to  adapt  the  initial  placement 
of  Allis  forceps.  If  two  or  three  fingers  of  the  left 
hand  are  placed  in  the  vagina,  and  the  tips  of  the 
forceps  are  held  together  around  those  fingers  (Figure 
2),  one  can  estimate  the  post-operative  introital  ca- 
pacity, and  then  can  readjust  Allis  forceps  as  needed 
prior  to  the  initial  incision. 

A flat  V is  incised  with  a scapel,  on  perineal  skin, 
between  the  Allis  forceps;  the  depth  of  the  V varies 
with  the  patient.  A fiat  diamond  of  introital  mucosa 
may  be  discarded  (Figure  3).  Then  the  Allis  forceps 


are  reapplied  to  the  lateral  borders  of  the  incised 
mucosa. 

If  the  patient  has  had  a third-degree  or  fourth- 
degree  laceration  of  the  perineum,  then  an  inverted, 
U-shaped,  Warren  flap1 3 of  posterior  vaginal  mucosa 
may  be  incised  with  a scalpel,  starting  lateral  to  the 
dimple  which  connotes  one  healed  edge  of  the  old 
anal  sphincter  laceration,  and  continuing  around  to 
a similar  point  on  the  opposite  side  (Figure  4).  This 
flap  of  vaginal  mucosa  is  dissected  down  carefully, 
without  defects,  so  that  subsequent  sutures  will  be 
protected  from  fecal  contamination  from  the  rectum 
and  anus.  Before  reconstruction  of  the  perineum, 
the  scarred  ends  of  the  old  laceration  of  the  anal 
sphincter  should  be  identified  and  approximated 
with  several  interrupted  sutures  (Figure  5).  After 
perineal  reconstruction,  the  skin-mucosal  closure  on 
the  perineum  will  be  an  inverted  Y.  (Alternatively, 
in  some  patients  who  have  old  fourth-degree  lac- 
erations, the  Noble-Mengert  repair2 14  will  adapt 
better  to  the  residual  tissues;  then,  the  skin-mucosal 
closure  will  be  an  inverted  T-shape,  but  will  be 
somewhat  closer  to  the  anus.) 

The  posterior  vaginal  mucosa  is  alternately  dis- 
sected and  incised  carefully,  one  centimeter  at  a 
time,  using  scissors,  while  successive  pairs  of  Kocher 
forceps  stretch  mucosal  borders  apart,  up,  and  away 
from  the  underlying  perineal  scar  and  the  lower  half 
of  the  rectocele  (Figure  6).  This  incision  extends  no 
higher  than  half  way  up  to  the  vaginal  vault.  Then, 
an  Allis  forceps  is  clamped  on  the  apex. 

Using  the  Kocher  forceps  for  traction  on  the  mu- 
cosa, and  using  a tissue  forceps  for  countertraction 
on  the  underlying  scar  and  connective  tissue,  the 
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latter  may  be  dissected  away  from  the  perineal  skin 
and  vulvar  and  vaginal  mucosa  with  dissecting  scis- 
sors. by  alternately  snipping  and  spreading  the  blades 
of  the  scissors  (Figure  7).  The  individually  variable 
breadth  of  dissection  is  that  which  is  estimated  to 
be  necessary  for  subsequent  support  of  the  rectal 
wall,  when  sutured,  but  no  further,  to  avoid  painful, 
vaginal  constriction.  This  is  accomplished  first  on 
one  side,  then  on  the  other.  Very  little  perineal  dis- 
section is  needed  if  there  has  been  very  little  perineal 
relaxation. 

When  the  dissection  has  extended  above  the  per- 
ineum, and  above  the  old  obstetric  scar,  one  finds 


a loose  seam  of  areolar  tissue  between  the  rectum 
and  the  vagina.15  At  this  time  the  rectal  wall  can  be 
most  proficiently  separated  from  the  vaginal  wall 
by  rolling  a gauze  sponge  into  a ball,  between  the 
rectum  and  the  upper  vagina,  using  finger  pressure 
downward,  while  the  operative  assistants  retract 
straight  upward  on  the  Allis  forceps  and  the  two 
Kocher  forceps  which  were  previously  placed  near 
the  apex  of  the  vaginal  mucosal  incision  (Figure  8). 
This  sponge  dissection  should  be  extended  to  the 
estimated  upper  border  of  the  rectocele,  which 
should  have  been  evaluated  preoperatively,  during 
rectovaginal  examination,  while  the  patient  was 
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awake  and  straining  down. 

If  the  posterior  colpoperineoplasty  is  being  per- 
formed immediately  after  a vaginal  hysterectomy-, 
one  will  have  ruled  out  an  enterocele,  or  will  have 
closed  it  with  the  purse-string  sutures  between  the 
uterosacral  ligaments.16  Likewise,  during  abdominal 
hysterectomy,  tendencies  toward  enterocele  may  be 
identified,  and  may  be  obliterated  with  purse-string 
sutures.  However,  if  this  posterior  colpoperineo- 
plasty is  a separate  procedure,  one  must  try  to 
identify  and  suture  any  significant  tendency  to  en- 
terocele at  the  upper  border  of  the  dissection,  before 
plicating  the  rectovaginal  septum.34-516 

The  perineal,  rectal,  and  vaginal  tissues  tend  to 
be  highly  vascular.  Arterial  bleeders  and  larger  ve- 
nous bleeders  should  be  clamped  and  ligated  deli- 
cately to  avoid  rectal  trauma.  Most  larger  bleeders 
may  be  avoided  if  the  dissection  is  not  carried  too 
far  laterally,  where  it  may  involve  branches  of  the 
inferior  hemorrhoidal  arteries. 

3.  Suturing: 

Posterior  colpoperineoplasty  consists  of  two  parts: 
first,  one  must  correct  the  rectocele;  then  one  must 
construct  an  adequate,  functional  perineum. 

a.  Rectocele: 

To  correct  the  rectocele,  one  must  plicate  the 
“rectovaginal  fascia,”  which  is  really  the  muscularis 
of  the  rectal  wall  plus  some  attenuated  fibers  of  the 
endopelvic  fascia.15 

(1)  Principles: 

Several  basic  principles  should  be  kept  in  mind: 
(a)  To  promote  hemostasis  and  to  limit  bulky  suture 
knots;  a continuous  suture  is  preferable  to  inter- 
rupted sutures,  (b)  To  eliminate  “dead  space”  in 
which  blood  and  serum  may  otherwise  accumulate; 
this  suture  also  should  be  sewed  into  the  vaginal 
mucosa,  above,  (c)  Some  redundancy  of  anterior 
rectal  wall,  which  may  bulge  into  the  rectum,  is 
certain  to  be  produced  by  the  suturing.  It  is  preferable 
that  this  redundancy  be  drawn  high  in  the  rectum, 
rather  than  that  it  be  allowed  to  sag  down  near  the 
anus,  where  it  might  produce  symptoms  of  a large, 
anterior  hemorrhoid.  Therefore,  the  rectocele  pli- 
cation should  be  sewed  up  under  the  intact  vaginal 
mucosa  of  the  upper  vagina,  (d)  To  avoid  rectal 
trauma,  and  to  avoid  later  rigid  scar,  frequent,  small, 
superficial  stitches  are  preferable  to  a few,  large, 
strangulating,  “sweeps”  of  tissue,  (e)  Because  of  the 
potential  danger  of  fecal  contamination  of  a stitch, 
which  might  inadvertently  penetrate  too  close  to  the 
rectal  lumen,  we  prefer  to  use  0 catgut  which  will 
slough  early  at  a contaminated  point,  rather  than 
to  use,  here,  the  synthetic,  absorbable  sutures,  which 
might  persist  longer  to  create  a fistula. 

(2)  Method: 

By  using  one  or  two  fingers  to  depress  and 
stretch  the  bulging  rectocele  (Figure  9),  one  may 


visualize  and  suture  its  upper  border  directly  to  the 
adjacent,  upper  vaginal  mucosa.  A knot  anchors  this 
suture.  Then,  using  many  small  superficial  stitches, 
taken  in  a deep  U-shape  over  the  rectocele,  suc- 
cessive circles  of  the  redundant  “rectovaginal  fascia” 
are  gathered  cephalad  and  tacked  up  to  the  intact 
vaginal  mucosa.  This  is  repeated  until  all  or  most 
of  the  rectocele  has  been  gathered  up  by  plication, 
and  has  been  sutured  up  under  intact  vaginal  mucosa. 
Continuing  with  this  same  suture,  now  using  tissue 
forceps  to  maneuver  structures,  the  lower  rectovag- 
inal fascia  is  plicated.  The  suture  is  finally  sewed 
into  significant  perineal  connective  tissues,  and  then 
is  tied  (Figure  10).  This  running  suture  builds  a flex- 
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ibly  firm,  rectal  ceiling,  which  replaces  the  “balloon” 
of  the  old  rectocele.  Thereafter,  the  fecal  stream  is 
directed  toward  the  anus. 

The  vaginal  mucosa  is  seldom  trimmed,  and 
then,  only  slightly  because  it  may  be  needed  to  cover 
the  reconstructured  introitus.  It  is  sutured  to  un- 
derlying connective  tissue,  using  #0  Dexon  in  a con- 
tinuous, vertical,  tension-approximation  suture, 
which  neatly  everts  and  approximates  the  mucosal 
borders,  and  eliminates  most  of  the  underlying  "dead 
space.” 

This  mucosal  suture  is  interrupted  once,  twice, 
or  more  times;  the  assistance  holds  firm  tension  on 
it,  while  one,  two,  or  more  successive  rows  of  in- 
terrupted V-type  0 catgut  sutures  are  placed  to  build 
the  perineum  up  to  the  breadth  and  height  needed 
to  give  good  support,  without  later  dyspareunia 
(Figure  11).  Sutures  which  cause  much  perineal 
height,  without  enough  depth  at  the  base,  will  pro- 
duce a "dashboard  perineum.”2  which  is  like  a Hol- 
lywood facade;  it  may  look  good  on  the  outside,  but 
will  have  little  depth,  or  functional  capacity!  In  gen- 
eral, the  depth  and  height  of  perineal  suturing  de- 
pends upon  the  prior  degree  of  integrity  of  the 
perineum,  that  is,  more  relaxation  — more  suturing. 
Here,  again,  meticulous  suturing  is  individually 
adapted  to  the  scarred  tissues  of  each  perineum. 
One  should  not  reach  out  widely  with  sutures  to 
obtain  large  bites  of  the  levator  ani  muscle,  because 
the  resulting,  rigid  tightness  will  often  cause  later 
perineal  pain  or  dyspareunia.1 2 3 4 5 During  all  su- 
turing, frequent  palpation  of  the  contour,  diameter, 
depth,  and  flexibility  of  the  vagina  w ith  two  or  three 
fingers  gives  the  operator  information  which  cannot 


be  obtained  by  any  other  method  (Figure  12). 

Interrupted  fine  silk  sutures  are  used  to  close 
the  perineal  skin,  because  subcuticular,  absorbable 
sutures  in  the  perineal  skin  do  not  heal  as  well  in 
the  gynecological  patient  as  they  do  in  the  post- 
partum patient.  These  fine,  silk  sutures  are  not  re- 
moved until  the  patient's  first  postoperative  visit  to 
the  office,  in  order  to  protect  against  inadvertent 
separation  and  broad  scarring  of  the  perineal  skin, 
which  may  result  when  the  skin  has  been  closed 
with  rapidly  absorbable  sutures,  or  when  the  skin 
sutures  are  removed  before  the  patient  leaves  the 
hospital. 

Those  57  patients,  who  had  had  painful  vaginal 
or  introital  narrowing  from  prior  posterior  colpo- 
perineoplasties,  were  treated  by  individually  adapted 
modifications  of  perineotomy— that  is,  vertical  in- 
cision and  transverse  suturing.  In  all  of  these  57 
patients,  other  areas  of  the  rectovaginal  septum  and/ 
or  perineum  remained  relaxed,  and  also  needed 
supportive  repair. 

After  posterior  colpoperineoplasty,  a vaginal 
pack  is  inserted  to  press  the  vaginal  mucosa  gently 
against  underlying  connective  tissues;  this  is  re- 
moved in  24  hours.  A Foley  catheter  drains  the 
bladder  for  two  or  three  days;  this  catheter  is  needed 
longer  if  an  anterior  colpoplasty  was  also  performed. 

C.  Associated  Operative  Procedures,  Follow-up,  and 
Long-Term  Results: 

1.  Associated  Operative  Procedures: 

Of  the  1,275  posterior  colpoperineoplasties,  685 
were  performed  in  association  with  vaginal  hyster- 
ectomy, and  387,  in  association  with  abdominal 
hysterectomy.  Prior  subtotal  hysterectomy  had  been 
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performed  elsewhere  for  38  patients;  therefore,  the 
residual  cervical  stumps  were  removed  just  prior  to 
this  posterior  colpoperineoplasty.  Prior  total  hys- 
terectomies had  been  performed  for  86  of  these  pa- 
tients, who  then  needed  vaginoplasties  from  one  to 
20  years  later. 

In  the  79  patients  who  retained  small,  well-sup- 
ported uteri  after  the  procedure,  dilatation  and  cu- 
rettage was  always  performed  prior  to  posterior 
colpoperineoplasty.  Uteri  containing  endocervical 
polyps,  abundant  or  friable  endometrium,  or  other 
abnormalities  were  removed. 

In  association  with  their  posterior  colpoperineo- 
plasties,  487  of  these  patients  needed  enteroceles 
repaired,  697  needed  anterior  colpoplasties,  and  31 
needed  anterior  bladder-neck  suspensions. 

2.  Follow-up: 

Among  these  1,275  patients,  we  have  followed 
863  (67.7%)  with  periodic  examinations  until  the 
end  of  this  study  for  intervals  ranging  from  32  years 
down  to  one  year  (average,  12.65  years).  Another 
1 16  patients  (9.1%)  had  full  follow-up  by  periodic 
examination  until  their  deaths,  which  occurred  from 
30  years  down  to  2 years  after  their  respective  op- 
erations. Ages  at  death  ranged  from  30  to  94,  the 
average  age  of  death  being  73.5  years.  Causes  were 
cardiac  disease,  41;  stroke,  35;  cancer,  24;  other 
causes,  1 6.  The  remaining  296  patients  (23.2%)  had 
partial  follow-up  by  examination  for  from  one  to 
22  years  after  their  posterior  colpoperineoplasties. 

3.  Long-term  Results: 

According  to  subsequent  history,  and  pelvic  and 
rectal  examinations,  a great  majority  of  these  pa- 
tients had  satisfactory  function  of  the  lower  bowel 
and  vagina  after  their  operations.  Only  13  patients 
(1%)  needed  any  subsequent  operation  of  the  pos- 
terior vaginal  wall  or  perineum,  between  10  and  18 
years  after  their  posterior  colpoperineoplasties. 
Symptomatic,  high  rectoceles,  above  the  previous 
vaginoplasties,  developed  in  8.  These  might  have 
been  avoided  by  extending  the  initial  vaginoplasty 
higher.  Enteroceles  developed  in  3.  Possibly,  these 
could  have  been  recognized  and  repaired  initially.16 
One  patient  needed  a perineotomy  to  enlarge  a 
painful  introitus.  Only  one  patient  needed  subse- 
quent hemorrhoidectomy. 

It  is  noteworthy  that  among  the  79  patients  who 
retained  uteri  after  D & C and  posterior  colpoper- 
ineoplasty, 15  (19%)  needed  hysterectomy  later  for 
various  uterine  indications.  During  the  last  two  dec- 
ades we  have  seldom  performed  vaginoplasty  with- 
out also  removing  the  uterus. 

D.  Complications: 

There  were  only  two  early  complications  which 
resulted  from  posterior  colpoperineoplasty  in  these 
1,275  patients,  one  uncommon,  and  the  other  rare. 


Since  the  vagina  is  so  close  to  the  anus,  it  is  usually 
contaminated  by  microorganisms  from  the  bowel, 
particularly  if  the  perineum  is  shortened  by  old  lac- 
erations. We  attempt  to  decrease  vaginal  contam- 
ination with  douches  and  sulfa  cream  in  the  vagina 
the  night  before  operation,  and  with  pHisoHex 
preparation  just  before  operation.  Nevertheless,  we 
also  use  antibiotics,  starting  12  hours  preoperatively, 
sometimes  continued  postoperatively  for  variable 
intervals,  depending  on  the  postoperative  course  of 
the  patient.  Likewise,  postmenopausal  women  re- 
ceive estrogens  postoperatively  to  improve  blood 
supply  and  nutrition  in  the  healing  tissues.  As  a 
result,  postoperative  infections  have  been  uncom- 
mon, healing  has  usually  been  primary,  and  our 
patients  have  had  no  postoperative  rectovaginal  fis- 
tulas. 

The  rare  complication  is  delayed  arterial  hem- 
orrhage from  the  vagina,  caused  by  separation  of 
the  healing  mucosal  borders  of  the  posterior  col- 
poperineoplasty, usually  occurring  between  10  days 
and  3 weeks  after  operation  as  catgut  sutures  soften, 
usually  noted  by  the  patient  immediately  after  pas- 
sage of  a very  firm  bowel  movement.  Identification 
of  the  separated,  bleeding  mucosa  and  placement 
of  interrupted  figure-of-8  sutures  constitutes  the 
necessary  emergency  treatment.  Since  our  fifth  such 
delayed  hemorrhage  (0.39%),  we  have  chosen  #0 
Dexon  for  the  initial  closure  of  the  posterior  vaginal 
mucosa,  tacking  the  mucosa  to  underlying  connec- 
tive tissue,  because  Dexon  absorbs  more  slowly 
and  holds  longer.  Since  Dexon  #0  has  been  used, 
there  have  been  no  more  delayed  hemorrhages. 

Coitus  should  be  avoided  for  at  least  two  months 
postoperatively.  Earlier  coital  stretching  may  disrupt 
suture  lines  and  can  cause  severe  postcoital  hem- 
orrhage.17 

Comment: 

It  is  apparent  to  physicians,  who  have  learned 
from  years  of  both  obstetric  and  gynecologic  ex- 
perience, that  the  presently  recurring  overemphasis 
of  propaganda— which  implies  that  a mother  is  at 
least  a partial  failure  if  she  doesn't  push  her  baby 
out  of  the  birth  canal,  almost  regardless  of  cepha- 
lopelvic  dimensions  uterine  inertia,  or  other  soft 
tissue  dystocia— will  cause  more  women  to  develop 
painful  and  uncomfortable  pelvic  relaxations,  so  that 
more  women  will  be  needing  vaginoplasties  as  they 
grow  older. 

Any  parous  woman  who  complains  of  difficult  or 
painful  bowel  movements  or  “rectal  bleeding”  or 
“hemorrhoids”  should  be  checked  for  a rectocele 
(Figure  1 3),  which  is  the  most  frequent  cause  of  her 
problems.  After  ruling  out  tumors,  she  should  not 
have  a hemorrhoidectomy  or  other  anal  procedure. 
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which  would  be  similar  to  treating  a symptom. 
Rather,  she  should  have  a posterior  colpoperineo- 
plasty  to  eliminate  her  rectocele,  which  will  treat 
the  basic  cause  of  her  troubles.  Then  the  anal  symp- 
toms usually  will  resolve.  If  not,  the  anus  can  be 
operated  upon  later.  Generally,  it  is  not  wise  to  op- 
erate upon  both  sides  of  the  perineal  body  at  the 
same  time. 

Of  all  vaginoplasties,  patients  derive  their  most 
consistent  symptomatic  and  functional  benefits  from 
indicated  and  individually  adapted  posterior  col- 
poperineoplasties.  Most  patients  will  note,  with 
gratitude,  the  improved  function  of  the  rectum  and 
anus,  starting  during  the  first  postoperative  bowel 
movement.  If  the  operator  is  experienced  and  skill- 
ful, if  his  judgement  has  been  good,  and  if  he  has 
carefully  avoided  overcorrection  of  the  peri- 
neum,11451218 then  when  healing  is  complete,  about 
8 weeks  postoperatively,  many  patients  will  note 
satisfactory  sexual  function  of  the  vagina  and  in- 
troitus.  There  are  few  operative  procedures  which 
can  provide  so  much  comfort  and  improved  function 
with  so  slight  a risk. 
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HOW  TO  PLAY 
THE  MARKET 
WITHOUT  RISKING 
YOUR  LIFE. 


It  used  to  be  so  easy.  Risk  some  money  in  the  market  for 
growth.  Keep  the  rest  in  the  bank  and  buy  a life  insurance 
policy  for  security.  Inflation  has  changed  all  that.  A lot  of 
people  are  risking  that  “security"  today  just  to  stay  even 
with  the  economy. 

There’s  a better  way.  John  Hancock  Variable  Life.  Like  any 
whole  life  plan,  it  guarantees  you  the  face  amount  of  the 
plan  you  buy,  but  unlike  most  other  plans,  it  also  lets  you 
invest  In  the  market,  with  the  opportunity  to  add  to  the 
value  of  your  coverage. 

Send  us  the  coupon  for  more  information.  In  uncertain 
economic  times  like  these,  an  insurance  plan  that  gives 
you  an  opportunity  to  help  keep  up  with  inflation  could  be 
the  best  plan  in  the  market. 


(y  Variable  Life  ^ 
Insurance  Company 


Robert  W.  Kelly  Agency 
314  Boyce-Greeley  Bldg. 

P.  O.  Box  1043 
Sioux  Falls.  SB  57101 
Phono:  336-3870 


" For  more  complete  information  about  John  Hancock  Variable  Life 
| Insurance,  including  charges  and  expenses,  please  write  or  call  fora 
| Prospectus.  Read  it  carefully  before  you  invest  or  forward  funds. 

| NAME 


•address. 

| CITY 

I STATE 


ZIP. 


J These  policies  are  available  in  those  jurisdictions  which  permit  the  sale 
■ of  John  Hancock  Variable  Life  Insurance. 


LEASE  A 
JEEP 


MMffl&WWKWWI 

/ A DIVISION  OF  DUKE  TUFTY  COMPANY 

2317  S.  Minnesota,  Sioux  Falls,  S.D. 
605-334-1993 


GP  - FP 

GP  or  FP  needed  for  rural  southern 
Minnesota  community.  Experience  pre- 
ferred. OB  training  desirable.  Free 
clinic,  $10,000  incentive,  $100,000 
guarantee.  Attractive,  wealthy  agri- 
cultural community  near  resort  area. 
Well  equipped  hospital. 

Contact: 

Loretta  Ulferts,  Adm. 
Lakefield  Municipal  Hospital 
Lakefield,  MN  56150 
(507)  662-5295 
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President's  Page 


“GMC”  — General  Motors  Corporation  Or 
General  Medical  Corporation? 

Dr.  Jay  Winston  recently  wrote,  in  an  article  con- 
cerning health  care  competition,  “We  are  rapidly 
approaching  the  point  at  which  modern  medicine 
can  offer  more  than  society  can  afford.  New  ap- 
proaches are  required  to  decide  how  much  of  our 
limited  resources  can  be  devoted  to  medical  care. 
Such  decisions  may  be  made  centrally,  by  govern- 
ment. or  decentrally,  through  consumer  aggregate 
demand  in  a medical  marketplace.”"’ 

President  Reagan  is  asking  that  such  decisions  be 
made  by  the  private  sector.  In  describing  the  effects 
of  Reaganomics  on  medical  practice,  Edward 
Brandt.  Jr.,  Under-Secretary  for  Health,  H.H.S.,  has 
said  “The  administration  has  three  basic  goals:  To 
get  the  economy  back  in  shape,  to  get  the  federal 
government  out  of  private  activities  as  much  as  pos- 
sible. and  to  deregulate  — let  the  private  system  take 
over.  In  health  care  we  propose  to  phase  out  federal 
involvement  in  health  planning  and  let  it  be  vol- 
untary and  local.  We  also  want  to  phase  out  PSRO. 
This  administration  is  proposing  legislation  with  the 
idea  of  getting  out  of  health  care  and  letting  the 
system  take  over  and  run  itself.  By  the  system.  I 
mean  the  entire  health  care  system  — the  profes- 
sionals, the  hospitals,  reimbursement  agencies  and 
all  the  forces  that  impinge  on  the  system,  including 
supply  and  demand.”121 

This  all  sounds  like  the  great  American  way  until 
we  consider  Dr.  Arnold  Reiman’s  concerns  about 
the  new  medical-industrial  complex.  He  describes 
this  complex  as  a “large  and  growing  network  of 
private  corporations  engaged  in  the  business  of  sup- 
plying health  care  to  patients  for  a profit— services 
here-to-fore  provided  by  non-profit  institutions  or 
individual  practitioners. 

He  goes  on  to  say  that  “while  it  may  provide  more 
efficient  services,  it  creates  problems  of  overuse, 
fragmentation  of  services,  over-emphasis  on  tech- 
nology. As  more  and  more  physicians  become  em- 
ployees of  these  businesses,  there  will  be  changes  in 
the  quality  and  course  of  health  care  as  well  as  its 
distribution.  Managers  may  override  physicians  de- 
cisions on  what  is  appropriate  for  individual  pa- 
tients.” 


In  an  article  written  for  Patient  Care  Magazine 
in  October  of '81,  Dr.  Reiman  goes  on  to  say  that 
a free  market  cannot  operate  in  the  health  care  sec- 
tion because: 

( 1 ) The  public  is  not  sufficiently  informed  to  make 
rational  choices  of  care  on  the  basis  of  cost; 

(2)  Everybody  should  have  good  health  care 
whether  they  can  pay  for  it  or  not; 

(3)  The  techniques  and  know-how  of  health  care 
are  largely  subsidized  by  public  funds.”*4’ 

I mention  these  views  to  focus  on  some  key  factors 
that  are  going  to  bring  change  into  the  way  we  prac- 
tice medicine  in  the  future.  They  include: 

(1)  The  rising  cost  of  medical  care,  a problem 
which  concerns  both  doctor  and  patient  alike. 

(2)  The  increasing  number  of  physicians  in  prac- 
tice. 

(3)  Government  deregulation  of  the  health  care 
market. 

(4)  Increasing  private  corporate  involvement  in 
health  care  delivery. 

While  it  is  predicted  on  one  hand  that  7,000  non- 
profit hospitals  may  close  in  the  next  10  years.  Value 
Line  Investment  Surveys  project  a 29%  per  year 
growth  rate  through  1986  for  private  corporations 
involved  in  providing  health  care  delivery.  As  cor- 
porate America  becomes  more  involved  in  the  de- 
livery of  health  care,  surgicenters,  walk-in-clinics, 
and  hospital  based  primary-care  physicians  will  be 
common-place,  perhaps  even  in  South  Dakota.  One 
corporation  is  planning  to  begin  the  development 
of  a thousand  walk-in  clinics  across  the  United  States 
in  the  next  5 years. 

I am  in  favor  of  change  and  free  enterprise.  I am 
in  favor  of  a health  system  that  will  allow  future 
physicians  the  freedom  to  practice  medicine  how 
and  where  they  choose.  But  with  this  freedom  we 
must  also  be  responsible  to  guarantee  quality  care 
at  an  affordable  and  reasonable  cost  to  our  patients. 

We  must  continue  to  strive  to  be  the  Compleat 
Physician  as  described  by  Dr.  John  Stone:  “The 
Compleat  Physician  begins  with  science,  and  is 
guided  by  an  understanding  of  suffering;  is  always 
aware  of  the  mind-body  relationship;  is  attuned  to 
the  human  context  in  which  disease  occurs;  has  a 
sense  of  humor;  is  willing  to  work;  speaks  the  lan- 
guage of  the  patient;  is  humble;  and  has  four  kinds 
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of  knowledge  which  he  or  she  applies  with  wisdom: 
scientific,  humanistic,  ethical,  and  personal.  That  is 
a large  order,  but  the  Compleat  Physician  is  charged 
with  great  responsibility.  It  is  a large  order  because 
it  is  a large  privilege. 

Amid  all  the  change  in  medicine,  I wish  for  all 
of  us  who  care  for  the  sick,  that  we  might  acquire 
the  attributes  of  the  Compleat  Physician.  May  we 
gain  both  knowledge  and  understanding.  May  we 
walk  lightly  in  light. ”,5) 


Sincerely  yours, 


South  Dakota  State  Medical  Association 
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ANNUAL  AND  BIANNUAL  LEASING  OF  ALL  MAKES  OF  AUTOMOBILES 


LEASING  IS  NOT  FOR  EVERYONE,  BUT  MEDICAL 
PEOPLE  ARE  OUR  SPECIALTY.  ALL  MAKES  OF 
AUTOS,  TRUCKS,  4 WHEELERS.  VARIOUS  PLANS 
TO  FIT  YOUR  NEEDS  OR  THE  PROFESSIONAL 
GROUPS  WITH  WhOM  YOU  ARE  ASSOCIATED. 
REFERENCES  ARE  GLADLY  FURNISHED  AND  WE 
WILL  WORK  WITH  YOUR  ACCOUNTANTS. 

3401  WEST  41  st  STREET 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 

PHONE  336-3818 

C.  H.  "Chuck"  Point,  Mgr.  Home  phone  336-3168 
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When 
we  help 
establish 
your 
practice, 
your 
primary 
cares  will 
be  solved. 


To  establish  a Primary  Care  practice,  your 
first  need  is  to  solve  your  primary  cares. 

That's  where  we  come  in. 

We  can  offer  you  a choice  of  over  60  well 
equipped  acute  care  hospitals  coast  to  coast. 
We  can  offer  you  selected  financial 
assistance.  We  can  offer  you  management 
consulting. 

So  whether  you're  interested  in  a solo, 
partnership,  or  group  practice,  contact  NME 
today. 

We  ll  help  establish  your  practice. 

And  solve  your  primary  cares. 


For  further  Information,  contact: 

Raymond  C.  Pruitt,  Director,  Physician  Relations 

National  Medical  Enterprises 

11620  Wlishire  Blvd.,  Los  Angeles,  California  90025. 

Call  Toll-Free  800-421-7470 

or  collect  (213)  479-5526. 
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BnTBRPRISBS,  inc. 


"The  Total  Health  care  company." 

An  Equal  Opportunity  Employer  M/F 


First  Class 
First  Aid 


• Broad-spectrum  antibacterial  • 

m 


DESCRIPTION:  Each  gram  contains:  Aerosporin " (Polymyxin  B Sulfate)  5,000  units, 
bacitracin  zinc  400  units,  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
special  white  petrolatum  qs;  in  tubes  of  1 oz  and  \ oz  and  'In  oz  (approx ) foil  packets 
INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated),  for 
topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in  • infected 
burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary  pyodermas  (impetigo, 
ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily  infected  dermatoses  (eczema,  herpes 
and  seborrheic  dermatitis)  • traumatic  lesions,  inflamed  or  suppurating  as  a result  of 
bacterial  infection,  Prophvlactically,  the  ointment  may  be  used  to  prevent  bacterial  contami- 
nation in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 
permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or  in  the  external  ear  canal 
if  the  eardrum  is  perforated.  This  product  is  contraindicated  in  those  individuals 
who  have  shown  hypersensitivity  to  any  of  its  components. 

WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due 
to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of  neo-  mac*. 
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Handy  applicator  tip 


mycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is  affected, 
especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other  aminoglycoside 
antibiotics  concurrently,  not  more  than  one  application  a day  is  recommended. 

When  using  neomycin-containing  products  to  control  secondary  infection  in  the  chronic 
dermatoses,  it  should  be  borne  in  mind  that  the  skin  is  more  liable  to  become  sensitized  to 
many  substances,  including  neomycin.  The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry  scaling  and  itching:  it  may  be  manifest  simply 
as  a failure  to  heal.  During  long-term  use  of  neomycin-containing  products,  periodic  exami- 
nation for  such  signs  is  advisable  and  the  patient  should  be  told  to  discontinue  the  product 
if  they  are  observed.  These  symptoms  regress  quickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoided  for  that  patient  thereafter. 
PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms,  including  fungi. 


Appropriate  measures 

should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer  Articles 
in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
Burroughs  Wellcome  Co.  neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


compare  the  analgesic  effect 

A Motrin  400  mg  dose  relieved  postsurgical  dental  pain  as  effectively  as  a combination 
of 650  mg  aspirin  and  60  mg  codeine  (two  aspirin-with-codeine  No.  3 tablets)  in  a study  of  129  patients. 

In  this  double-blind,  placebo-controlled,  randomized  study,  no  statistically  significant  difference 
in  relief  of  pain  was  noted  at  1, 2,  and  4 hours  between  the  Motrin  and  aspirin-with-codeine  groups . . . 
with  Motrin  being  significantly  more  effective  (p  = 0.03)  at  the  three-hour  interval. 

Active  treatment  was  significantly  more  effective  (p  < 0.0001 ) than  placebo  at  all  time  intervals. 


Comparison  of  pain  relief 

Motrin  vs  aspirin-codeine  combination 

4 = Excellent  relief  3 = Good  relief  2 = Fair  relief  1 = Poor  relief  0 = No  relief 
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Motrin  400  mg 

Aspirin  650  mg  plus  codeine  60  mg 
Placebo 


45|46  37  I45I46H  38145 


1st  hour  2nd  hour 

Time  after  drug  administration  (hours) 


3rd  hour  4th  hour 

Data  on  file  at  The  Upjohn  Company. 


One  tablet  q4-6h  prn 
For  relief  of  mild  to  moderate  pain: 


• Not  a narcotic  • Not  addictive  • Not  habit  forming  • Nonscheduled 
•Acts  peripherally  • Relieves  pain  rapidly  • Relieves  inflammation  • Indicated 
in  acute  and  chronic  pain  • Well  tolerated  (The  most  common  side  effect 
with  Motrin  is  mild  gastrointestinal  disturbance.) 

Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


it/iotrin  (ibuprofen) 

now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 

Motrin"  Tablets  (ibuprofen,  Upjohn) 

Indications  and  Usage:  Relief  of  mild  to  moderate  pain. 

Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis  and  osteoarthritis  during 
acute  flares  and  in  long-term  management.  Safety  and  efficacy  have  not  been  estab- 
lished in  Functional  Class  IV  rheumatoid  arthritis. 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 
Drug  interactions.  Aspirin:  Used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumann.  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  nor  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  /% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea;  epigastric  pain;  heartburn, 
diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence)  Central  Nervous  System: 
Dizziness;  headache,  nervousness  Dermatologic:  Rash:  (including  maculopapular 
type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite,  edema,  fluid 
retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS). 

Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS)  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosaqe:  In  cases  ot  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  ana  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis,  including 
flares  of  chronic  disease:  Suggested  dosage  is  300,  400,  or  600  mg  t.i.d.  or  q i d 
Mild  to  moderate  pain;  400  mg  every  4 to  6 hours  as  necessary  for  relief  of  pain. 

Do  not  exceed  2400  mg  per  day 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 

For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 
package  insert. 
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THE  UPJOHN  COMPANY 
Kalamazoo,  Michigan  49001  USA 


MED  B-4-S 


r’s  a myth  that  arthritis  is  just 
the  minor  aches  and  pains  of 
old  age.  It's  a major  crippler 
that  attacks.  Anybody.  Anytime. 

31  million  Americans  have  it.  There 
are  almost  a million  new  cases  a year. 
And  six  out  of  ten  are  under  60. 
Symptoms  can  come  and  go  for 
years.  So  if  you  don't  know  the 
warning  signals,  find  out.  If  you'd  like 
information  that  could  help  you  — or 
you'd  like  to  help  us 
write  to  the  Arthritis 
Foundation.  Box 
19000,  Atlanta, 

GA  30326. 
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PHYSICIANS 


MEMBERSHIP  RECRUITMENT 
BRIEFS 

Your  Membership  Benefits 

• An  innovtive  computerized  CME  recordkeeping 
system  with  nearly  all  Academy  chapters  partic- 
ipating, makes  recording  of  your  CME  hours  time 
saving  for  you  (active  members  only). 

• Workshops  on  Practice  Management  and  Coping 
with  Stress. 

• A Home  Study  Self-Assessment  to  assist  busy 
physicians  in  obtaining  up  to  48  hours  of  pre- 
scribed credit  at  home.  Not  only  does  this  save 
you  valuable  time,  but  saves  you  money  on  travel 
and  lodging  (applies  to  active  members). 

• An  established  procedure  for  assisting  family 
practice  residency  graduates  who  may  be  denied 
the  opportunity  to  demonstrate  their  competence, 
including  legal  action  when  appropriate  and  nec- 
essary. 

• Asa  medical  student  and  resident,  you  have  input 
into  Academy  policy-making  decisions  through 
appointments  as  voting  members  of  commissions 
and  committees  and  voting  delegates  to  the  AAFP 
Congress. 

• An  Annual  National  Conference  of  Family  Prac- 
tice Residents  and  National  Conference  of  Student 
Affiliate  Members  provides  a forum  for  deliber- 
ation of  issues  affecting  medical  students  and  res- 
idents training  in  family  practice  (applies  to 
students  and  residents). 

• RAP  (Residency  Assistance  Program),  a confi- 
dential evaluation  program  for  residencies,  to  as- 
sure the  continued  availability  of  high  quality 
education. 

• Publication  annually  of  a “Directory  of  Family 
Practice  Residency  Programs,”  to  assist  medical 
students  in  selecting  the  best  training  program  to 
fit  their  needs  for  training  as  a family  physician. 

Residency  Center  Dedicated 

The  new  home  of  the  Sioux  Falls  Family  Practice 

Residency  Program  was  dedicated  Friday,  October 

2,  1981. 

Guest  speakers  for  the  dedication  event  were 

Governor  William  Janklow  and  N.  J.  Pisacano, 


M.D.,  Executive  Vice  President  of  The  American 
Board  of  Family  Practice. 

Special  Recognition  was  given  to  Mr.  Lee  Engen 
of  Sioux  Falls,  President  of  Home  Federal  Savings 
and  Loan,  for  his  long  and  tireless  efforts  as  chairman 
of  the  FPC,  Inc.  Building  Committee  who  spear- 
headed the  development,  design  and  construction 
of  the  new  facility. 

Governor  Janklow  and  Dr.  Pisacano  held  an  open 
forum  for  Family  Practice  Residents  following  an 
open  house. 

SDAFP  Memorial  Lecture 

SDAFP  Board  of  Directors,  has  sanctioned  the 
“SDAFP  Memorial  Lecture”,  to  be  given  at  each 
of  the  chapter  sponsored  Black  Hills  Seminars. 

This  lecture  is  to  be  given  by  an  active,  affiliate 
or  resident  affiliate  member  of  SDAFP  on  a topic 
of  the  speaker’s  preference.  Suggested  topics  are 
available  from  the  Education  Committee,  based 
upon  the  cyclic  core  of  knowledge  for  family  practice. 

Member  applications  for  the  privilege  of  being 
selected  for  this  lecture  must  be  available  to  the 
state  office  by  March  1 5 of  each  year  for  the  Summer 
Seminar  and  September  1 5 for  the  Winter  Seminar. 
The  application  will  be  a letter  of  intent  to  be  selected 
and  an  outline,  with  references,  of  the  proposed  lec- 
ture, including  the  title.  The  speaker  selected  for 
each  of  these  lectures  will  be  handled  by  the  SDAFP 
Education  Committee  through  a review  process. 

This  memorial  lecture,  dedicated  to  former 
SDAFP  members  now  deceased,  will  carry  the  hon- 
orarium award  of  $200.  Your  participation  is  in- 
vited. 


Announcement 

The  North  American  Primary  Care  Research  Group 
(NAPCRG)  will  hold  its  annual  meeting  in  Columbus,  Ohio 
on  May  1 9-22.  1 982.  NAPCRG  seeks  to  foster  and  encourage 
interest  in  research  on  the  part  of  family  physicians.  For  more 
information  on  registration  materials,  please  contact: 
Tennyson  Williams,  M.D. 

Professor  and  Chairman 
Department  of  Family  Medicine 
1 1 14  University  Hospitals  Clinic 
456  Clinic  Drive 
Columbus.  Ohio  43210 
614-421-8007 
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rS:  18  days  in  CHINA  touring  BEIJING,  XI'AN, 
SHANGHAI,  SUZHOU,  HANGZHOU,  GUI- 
LIN, GUANGZHOU  — plus  HONG  KONG 
and  overnight  in  JAPAN 

Send  For  Free  Brochure 

Nervig  Travel  Service 
319  South  Phillips  Ave. 

Sioux  Falls,  SD  57117-0499 

Phone  605-336-1848  — Toll  Free  In  SD  1-800-952-2301 
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Spending  more  time  with 
accountants  and  salesmen . . . 
than  with  your  job  and  family? 

That’s  today’s  modern  physician  becoming  today's  modern  business- 
man . . at  the  expense  ot  job  and  family. 

We  provide  you  with  an  environment  serving  a purpose— practicing 
medicine  at  regular  working  hours.  No  books  to  balance,  no  salesmen  and 
attorneys  calling,  and  no  late  hours.  You  concentrate  on  practicing  medi- 
cine with  a health  care  system  that’s  one  ot  the  finest  in  the  world.  You’ll 
work  in  modern,  well-equipped  hospitals  and  clinics  with  the  most  up-to- 
date  technology. 

Also  included  are  excellent  programs  of  compensation,  opportunities 
for  professional  growth  and  specialization,  30  days  vacation  with  pay 
each  year,  full  medical  and  dental  care  and  more. 

With  the  Air  Force,  we  want  you  to  do  one  thing:  practice  medicine. 

We  would  like  to  provide  you  with  more  information  about  Air  Force 
medicine. 


Contact:  Archie  Summerlin 

116  South  42nd  Street 
Omaha.  Nebraska  68131 


Call  Collect:  402/221-4319 
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Clinicopatbological  Conference 


Fifty-Seven  Year  Old  Caucasian  Male  With 
Anemia  Of  Thirty  Years  Duration 

Beth  Riesgraf,  M.D.* 

Discusser 

John  F.  Barlow,  M.D.** 

Editor 


Case  #885-89 

This  57-year-old  Caucasian  male  was  admitted  to  Sioux  Valley 
Hospital  for  evaluation  of  anemia. 

This  patient  had  been  informed  that  he  has  been  anemic  for 
over  30  years  and  had  had  medications  for  the  disorder,  but  no 
diagnosis  and  no  real  impairment  of  health  had  taken  place.  Five 
months  prior  to  admission,  the  patient  was  noted  to  have  a hemo- 
globin of  10.8  gms/dl,  a markedly  elevated  lactic  dehydrogenase 
(l.DH),  and  a slight  macrocytosis.  He  was  seen  by  another  phy- 
sician and  his  hemoglobin  was  11.7  gms/dl,  mean  corpuscular 
volume  104fl  with  an  elevated  FDH  and  creatinine  kinase  (CK), 
(values  not  given).  A reticulocyte  count  was  2.8%  uncorrected.  A 
serum  haptoglobin  was  markedly  depressed.  Direct  and  indirect 
antiglobulin  tests  were  negative.  Vitamin  B12  and  folate  levels 
were  within  normal  limits.  An  upper  gastrointestinal  series  was 
within  normal  limits.  The  patient  was  given  Vitamin  B12  by 
injection.  The  patient  gave  no  history  of  excessive  ingestion  of 
alcohol  or  other  serious  diseases  or  hospitalizations.  He  did  state 
that  he  occasionally  had  had  very  dark  brown  colored  urine  over 
the  past  several  years.  There  was  no  family  history  of  anemia. 

PHYSICAL  EXAMINATION:  Pulse  80/min  and  regular:  res- 
pirations 16/min  and  regular;  blood  pressure  118  systolic  and  72 
diastolic.  Temperature  37°C.  Examination  of  the  skin,  head  and 
neck  was  unremarkable.  The  chest  was  clear  to  auscultation  and 
percussion.  The  heart  was  not  enlarged  and  there  was  a grade  II 
(VI  grades)  early  systolic  murmur  heard  best  at  the  left  lower 
sternal  border.  The  abdominal  examination  revealed  no  tenderness, 
palpable  organs  or  masses.  Neurological  examination  was  within 


* Resident  in  Family  and  Community  Medicine,  Sioux  Falls, 
SD. 

**  Pathologist.  Laboratory  of  Clinical  Medicine  and  Sioux  Valley 
Hospital.  Sioux  Falls.  SD;  Professor  of  Pathology,  Department 
of  Laboratory  Medicine.  School  of  Medicine,  University  of 
South  Dakota. 


normal  limits. 

LABORATORY'  DATA:  Urinalysis  on  one  occasion  was  dark 
brown,  turbid,  specific  gravity  1.027,  pH  5.0;  protein  4+,  large 
amount  of  hemoglobin,  sediment  1-4  white  cell/hpf,  and  rare 
coarsely  granular  casts.  There  were  no  red  cells.  Hemosiderin 
was  present  in  the  urine.  This  urinalysis  was  obtained  later  in 
the  course  of  the  disease.  Hemoglobin  11.5  gms/dl;  red  count 
3.25  million/mm3,  (1012/L),  hematocrit  35  Vol/dl,  mean  corpus- 
cular hemoglobin  35  pg  mean  corpuscular  volume  106  fl,  mean 
corpuscular  hemoglobin  concentration  33%,  leukocyte  count  3,800/ 
mm3  (3.8  X 109/L)  with  49%  segmented  neutrophils,  10%  neu- 
trophilic bands,  36%  normal  lymphocytes,  5%  monocytes.  The 
platelet  count  274,000/mm3  (274  X 109/L),  reticulocyte  count 
4.7%,  erythrocyte  sedimentation  rate  32  mm/hr.  The  red  cells 
showed  slight  anisocytosis  on  the  smear.  A direct  and  indirect 
antiglobulin  test  were  negative.  A prothrombin  time  and  partial 
thromboplastin  time  were  within  normal  limits.  A test  for  red 
cell  glucose  6 phosphatase  dehydrogenase  (G6PD)  was  normal 
on  two  occasions.  A red  cell  pyruvate  kinase  test  was  negative. 
A test  for  rheumatoid  factor  was  negative.  An  osmotic  fragility 
test  of  the  red  cells  was  within  normal  limits.  A serum  copper 
was  133  ug/dl.  Protein  electrophoresis  showed  a non-specific  pat- 
tern with  a total  protein  of  6.8  gms/1,  albumin  3.5  gms/1,  alpha 
1 globulin  0.5  gms/1,  alpha  II  globulin  0.6  gms/1,  beta  globulin 
0.9  gms/1,  gamma  globulin  1.3  gms/d,  lactic  dehydrogenase  307 
IU/L  (Normal  up  to  270  IIJ/L)  with  fast  or  anodic  fractions 
elevated  on  electrophoresis.  Alkaline  phosphatase,  aspartate  ami- 
notransferase (AST),  total  bilirubin,  total  protein,  calcium,  phos- 
phorus, glucose,  blood  urea  nitrogen,  and  uric  acid  were  within 
normal  limits.  An  electrocardiogram  was  read  as  sinus  bradycardia. 
A peripheral  blood  and  bone  marrow  examination  revealed  eryth- 
roid  hyperplasia  with  reduced  iron  stores.  A sucrose  hemolysis 
test  was  positive.  An  acid  hemolysis  test  (HAM)  was  positive. 

DR.  RIESGRAF:  This  is  an  interesting  case  of  a 
patient  who  exhibits  a chronic  hemolytic  anemia 
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which  was  undiagnosed  for  30  years.  The  patient 
was  apparently  asymptomatic  except  for  a history 
of  intermittent  dark  colored  urine.  Physical  exam- 
ination was  unremarkable  except  for  a systolic  mur- 
mur. A family  history  was  negative  for  any  clues  to 
the  suspected  hereditary  hemolytic  anemia. 

An  exhaustive  battery  of  laboratory  tests  exclude 
the  majority  of  entities  causing  chronic  hemolysis. 
However,  the  combined  picture  of  chronic  low  grade 
hemolysis,  hemosiderinuria,  neutropenia,  and  a 
marrow  showing  erythroid  hyperplasia  with  low  iron 
stores  all  point  to  a diagnosis  of  paroxsymal  noc- 
turnal hemoglobinuria  (PNH).  The  final  two  tests, 
sucrose  hemolysis  and  the  acid  hemolysis  (HAM’s) 
test,  are  diagnostic  for  PNH  and  will  be  reviewed 
in  detail  below. 

PNH  is  often  called  the  hematologic  imposter  be- 
cause of  the  widely  variable  presentation.  It  is  the 
prototype  of  intravascular  hemolysis  in  contrast  to 
the  more  common  extravascular  hemolysis  that  oc- 
curs within  the  reticuloendothelial  system,  partic- 
ularly of  the  spleen.  The  following  is  a list  of  the 
common  disorders  associated  with  both  intravas- 
cular and  extravascular  hemolysis. 


Table  I 

INTRAVASCULAR 

PNH 

Hemolytic  transfusion  reaction 

PCH  (paroxsymal  cold  hemoglobinuria) 

March  hemoglobinuria  ( jogging,  karate) 

Cardiac  valve  (damaged,  abnormal  prosthetic) 

Malaria 

Toxin  from  Clostridium  perfringens,  sepsis,  cobra  bites, 
brown  recluse  spider  bites 
Intravenous  water  or  other  hypotonic  solutions 
Thermal  injury 

DIC  (disseminated  intravascular  coagulation) 
Microangiopathic  (malignant  hypertension,  disseminated 
malignancy,  sepsis) 

EXTRAVASCULAR 

Membrane  defect  — hereditary  spherocy  tosis,  hereditary 
elliptocytosis,  or  ovalocytosis 

Enzyme  deficiency — glucose  phosphate  dehydrogenase 
deficiency,  all  other  glycolytic  enzyme  deficiencies  (py- 
ruvate kinase,  etc.) 

Hemoglobinopathies  — sickle  cell  disease,  hemoglobin  D 
disease,  thalassemias,  unstable  hemoglobin 
Drug  induced  hemolysis 


PNH  is  also  the  only  acquired  hemolytic  anemia 
caused  by  an  acquired  red  cell  defect.  Another  way 
to  classify  the  hemolytic  anemias  is  by  dividing  them 
into  hereditary  and  acquired  types  (Table  II). 

The  incidence  of  PNH  is  only  2 per  million  hos- 
pital admissions,  but  the  incidence  of  the  disease  is 
increasing  perhaps  due  to  better  recognition.  In  the 
past,  only  the  severely  affected  patients  have  been 
diagnosed  while  mildly  affected  individuals  went 
undetected.  This  man  had  very  mild  disease  for  30 
years  before  diagnosis. 


Table  II 

HEMOLYTIC  ANEMIA 

A.  Hereditary 

1.  hemoglobinopathy  (see  above) 

2.  enzyme  deficiencies  (see  above) 

3.  red  cell  membrane  defects  (see  above) 

B.  Acquired 

1.  antibody  mediated 

a)  isoantibodies  — hemolytic  disease  of  the  new  born 

b)  drug  induced  antibodies— 4 types;  many  drugs 
including  quinidine,  penicillin,  alpha  methyldopa 

c)  other  antibodies  — PCH,  connective  tissue  disease, 
malignancy,  mycoplasma 

2.  mechanical  hemolysis  — hemoglobinuria,  cardiac 
valv  es  and  macroangiopathic 

3.  infections  — malaria,  pneumococcal  pneumonia,  viral, 
bacteria  infections 

4.  chemical  and  physical  agents 

5.  hypersplenism 

6.  uncertain  (PNH) 


The  peak  age  of  onset  is  between  25  and  45  years. 
The  disease  is  rare  in  children  or  in  adults  over  70. 
The  sex  ratio  is  equal  and  concordance  studies  with 
twins  have  shown  no  correlation. 

The  red  cells  of  patients  with  PNH  are  extremely 
sensitive  to  the  lytic  action  of  complement  for  un- 
known reasons.  The  red  cells  of  these  patients  show 
differing  degrees  of  complement  sensitivity.  At  least 
3 populations  of  red  cells  exist  in  most  patients— 
type  I are  normal  cells;  type  II  cells  are  3 to  5 times 
more  sensitive  to  complement  than  normal;  and 
type  III  cells  are  25  to  30  times  more  sensitive  to 
complement  than  normal  red  blood  cells.  This  var- 
iability of  the  patient’s  disease  parallels  the  relative 
proportions  of  these  various  red  cell  populations.  If 
a patient  were  to  have  all  type  III  red  cells,  the 
disease  would  often  be  fatal. 

The  red  cells  in  PNH  show  morphologic  and 
chemical  abnormalities  including  pits  and  protu- 
berances of  the  red  cells  surface  identified  by  electron 
microscopy  and  deficient  acetylcholinesterase  ac- 
tivity as  well  as  the  presence  of  abnormal  glyco- 
proteins. It  is  important  to  remember  that  the 
granulocytes  and  platelets  in  this  disease  are  often 
also  susceptible  to  complement  lysis  leading  to  leu- 
kopenia and  thrombocytopenia. 

The  etiology  of  the  acquired  defects  in  PNH  is 
not  known,  but  it  may  be  secondary  to  drugs  or 
environmental  factors.  At  any  rate,  there  is  altered 
hematopoiesis.  The  injured  marrow  may  then  pro- 
duce abnormal  clones  of  cells  giving  rise  to  the  var- 
ious types  seen  in  PNH. 

Noting  all  of  the  above  abnormalities,  the  total 
bone  marrow  shows  dysplastic  changes  in  several 
cell  lines  leading  to  a variety  of  presentations  in- 
cluding depression  of  one  or  more  of  the  peripheral 
cellular  elements  as  well  as  the  classic  anemia.  The 
patient  may  also  go  on  to  develop  an  acute  leukemia 
in  a significant  proportion  of  cases. 
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There  is  no  typical  clinical  picture.  This  may  ex- 
plain why  the  diagnosis  is  often  delayed  many  years. 
The  four  major  clinical  features  in  this  disease  in- 
clude hemolysis,  bone  marrow  hyperplasia,  throm- 
bosis and  susceptibility  to  infection.  I will  discuss 
each. 

Hemolysis  is  usually  continuous,  low  grade,  and 
associated  with  episodic  flareups  and  hemoglobin- 
uria. Hemoglobinuria  is  not  always  present  initially 
(usually  25%)  but  80  to  90%-eventually  will  develop 
it.  The  hemoglobinuria  is  often  first  noted  during 
or  after  sleep  with  progressive  clearing  of  the  dark 
urine  during  the  day.  A striking  reversal  of  this  phe- 
nomenon occurs  in  daytime  sleepers  who  show 
hemolysis  during  sleep  in  the  daytime  hours.  Studies 
have  failed  to  explain  the  sleep  associated  hemolysis 
and  hemoglobinuria.  Explanations  include  the  diur- 
nal pH  decrease  during  sleep,  the  diurnal  variation 
in  cortisol  levels,  and  changes  in  complement  or 
magnesium.  None  of  these  explanations  is  entirely 
satisfactory. 

A rather  disturbing  phenomenon  in  PNH  is  that 
the  very  agents  used  to  stimulate  erythropoiesis  and 
treat  this  disease,  often  lead  to  production  of  com- 
plement sensitive  cells  and  increased  hemolysis.  Iron 
therapy  is  often  required,  because  iron  is  lost  in  the 
urine  but  iron  stimulates  erythropoiesis  and  in- 
creases hemolysis.  In  addition,  liver  extract,  am- 
monium chloride,  aspirin,  ascorbic  acid,  ni- 
trofurantoin, chloropromazine,  acetozolamine,  all 
have  exacerbated  hemolysis.  Infections,  marked 
physical  exercise,  psychic  stress,  ingestion  of  large 
amounts  of  alcohol,  ingestion  of  certain  foods,  men- 
struation, pregnancy,  vaccinations,  surgical  opera- 
tions, and  exposure  to  the  cold  also  can  accelerate 
hemolysis.  Blood  transfusions  used  to  treat  the 
anemia  are  a common  cause  of  increased  hemolysis. 

Chronic  urinary  loss  of  iron  can  be  up  to  10  to 
20  mgs  per  day.  This  will  make  iron  deficiency  in- 
evitable. A normal  loss  of  iron  is  1-2  mgs  per  day. 
Unfortunately,  as  I have  stated  above,  treatment 
with  iron  often  leads  to  increased  hemolysis  due  to 
marrow  stimulation  and  the  production  of  comple- 
ment sensitive  cells. 

A common  denominator  for  all  patients  with  PNH 
is  perpetual  hemosiderinuria.  There  is  no  renal 
damage  in  spite  of  the  fact  that  there  is  hemosiderin 
in  the  urine,  in  tubular  casts,  and  in  the  tubular  cells 
of  the  kidneys  at  autopsy. 

Aplastic  anemia  characterized  by  leukopenia, 
thrombocytopenia,  and  anemia  is  seen  in  25%  of 
PNH  cases  and  can  occur  before,  during,  or  after  a 
classic  clinical  and  laboratory  picture  of  PNH. 
Isolated  leukopenia  occurs  in  60%  of  the  patients 
and  is  usually  due  to  a decrease  in  the  granulocytes. 
Thrombocytopenia  can  be  seen  in  two  thirds  of  the 


patients  at  some  time  during  the  course  of  the  dis- 
ease. The  bone  marrow  usually  shows  erythroid  hy- 
perplasia with  decreased  iron  stores  but  may  show 
marrow  hypoplasia  or  hypoplasia  of  one  of  the  cel- 
lular elements  corresponding  to  the  peripheral  blood 
picture.  I emphasize  again  that  a significant  number 
of  these  patients  may  go  on  to  develop  acute  leu- 
kemia. All  of  these  preceding  findings  certainly  sub- 
stantiate the  suggestion  that  the  bone  marrow  is 
producing  abnormal  stem  cells. 

The  most  common  cause  of  death  in  patients  with 
PNH  is  primary  thromboses  which  can  affect  the 
peripheral  veins  leading  to  pulmonary  embolism 
and  infarction  or  be  manifested  as  portal  or  cerebral 
vein  thrombosis.  Headaches,  leg  cramps,  rashes,  ab- 
dominal pain,  gastrointestinal  ulceration  and  renal 
damage  are  all  thought  to  be  secondary  to  thrombotic 
events.  A particular  medical  emergency  is  diffuse 
hepatic  vein  thrombosis  which  requires  rapid  in- 
travenous heparinization  because  rapid  deterioration 
will  otherwise  take  place. 

Neutropenia  and  granulocyte  malfunction  lead  to 
an  increased  risk  of  infection  in  these  patients.  The 
infections  can  also  precipitate  hemolytic  crises. 

Although  I have  covered  many  of  the  laboratory 
findings  in  PNH.  I will  summarize  some  of  them. 
The  patients  usually  have  mild  to  severe  anemia 
with  hematocrit  below  30  vol/dl.  There  is  often  ma- 
crocytosis  due  to  the  increasing  number  of  reticu- 
locytes. The  reticulocyte  count  can  vary  from  5 to 
20%.  The  white  count  is  often  low  and  characterized 
by  neutropenia.  The  leukocyte  alkaline  phosphatase 
is  often  low  or  absent.  Platelets  are  less  than  a 
150,000/mm3  (150  X 109/L)  in  2/3  of  the  patients. 
Any  combination  of  cytopenia  including  pancyto- 
penia is  common.  The  bone  marrow  shows  erythroid 
hyperplasia  with  low  or  absent  iron  stores  or  the 
bone  marrow  may  reflect  total  or  unicellular  hy- 
poplasia. The  sine  qua  non  for  the  diagnosis  of  PNH 
is  hemosiderinuria.  The  patient  may  have  hemo- 
globin casts  and  microscopic  hematuria  as  well 
suggesting  chronic  renal  damage  secondary  to 
thrombosis.  Chemical  abnormalities  are  simply  re- 
flections of  hemolysis.  These  include  an  increase  in 
unconjugated  bilirubin,  elevated  lactic  dehydrogen- 
ase (LDH)  and  increased  transaminase  (AST).  Spe- 
cific tests  for  various  hemolytic  anemias  such  as 
direct  and  indirect  antiglobulin  tests,  osmotic  fra- 
gility, hemoglobin  electrophoresis  and  tests  for  red 
cell  enzymes  abnormalities  are  negative. 

There  are  two  diagnostic  tests  for  PNH.  These 
are  the  sucrose  hemolysis  test  and  HAM’s  acid 
hemolysis  test.  Of  course,  neither  is  valid  if  the  pa- 
tient has  been  transfused  recently.  In  the  latter  case, 
only  the  presence  of  hemosiderinuria  and  decreased 
leukocyte  alkaline  phosphatase  will  be  helpful.  The 


JANUARY  1982 


25 


sucrose  hemolysis  test  is  a highly  sensitive,  but  rel- 
atively non-specific  test  which  should  be  used  as  a 
preliminary  screening  procedure  for  PNH.  The  pa- 
tient’s whole  blood  is  anticoagulated  with  citrate  or 
oxalate  and  mixed  with  distilled  water  and  sucrose. 
The  isotonic  solution  has  a decreased  ionic  strength 
leading  to  complement  attachment  to  the  cells.  Cells 
from  patients  with  PNH  hemolyse  but  normal  red 
cells  usually  do  not.  However,  the  red  cells  of  me- 
galoblastic anemias  and  autoimmune  hemolytic 
anemia  may  show  a positive  sucrose  hemolysis  test. 
A more  specific  test  is  the  acid  hemolysis  test 
(HAM’s).  In  this  case,  it  was  positive.  It  was  de- 
scribed by  HAM  in  1939.  The  patient’s  serum  is 
acidified  to  a pH  of  6.4.  Hemolysis  of  less  than  5% 
is  considered  normal,  5-10%  is  considered  border- 
line, and  greater  than  10%  as  positive  for  PNH.  A 
rare  form  of  dyserythropoietic  anemia,  HEMPAS 
type  II  (hereditary  erythrocyte  multinuclearity  with 
a positive  acid  serum)  will  give  rise  to  a positive 
acid  hemolysis  test.  However,  the  sucrose  hemolysis 
test  is  negative  in  HEMPAS  type  II. 

There  is  no  specific  treatment  for  PNH.  Support- 
ive measures  are  the  main  stay  of  therapy.  Avoid- 
ance of  cold,  excessive  stress,  and  oral  contraceptives 
is  necessary.  Transfusions  with  packed  red  cells  may 
be  necessary.  The  red  cells  must  be  washed.  It  is 
well-known  that  transfusions  percipitate  hemolysis, 
but  the  washing  of  the  red  cells  seems  to  markedly 
decrease  this  untoward  effect.  Whether  it  is  the  re- 
moval of  a substance  in  the  plasma,  white  cells, 
serum  antibodies  or  the  anticoagulant  which  pre- 
vents post-transfusion  hemolysis  is  unknown. 

Iron  therapy  should  be  used  very  cautiously.  As 
I have  said,  it  may  stimulate  erythropoiesis  and  pro- 
duce complement  sensitive  cells.  Some  authorities 
feel  that  the  replacement  of  iron  is  hazardous  and 
often  not  highly  necessary  since  iron  stores  are  used 
at  high  priority  for  erythropoiesis.  Androgens  and 
corticosteroids  have  also  been  used  with  variable 
effectiveness.  Anticoagulation  with  coumarin  agents 
has  not  been  shown  to  be  effective  in  preventing 
thrombosis.  Heparin  will  decrease  hemolysis  and 
decrease  the  amount  of  venous  thrombosis.  High 
doses  of  heparin  should  be  used  as  low  doses  of 
heparin  seem  to  increase  hemolysis.  Splenectomy 
has  not  been  found  to  be  effective.  Recently  bone 
marrow  transplantation  has  shown  promise  in  this 
disease. 

The  prognosis  of  PNH  depends  on  the  proportions 
of  the  PNH  red  cell  populations  in  each  patient  as 
well  as  the  degree  of  marrow  hypoplasia  and  the 
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frequency  of  thrombotic  episodes.  Life  expectancy 
may  be  for  years.  Some  cases  even  “bum  out”  with 
very  low  level  activity. 

In  summary,  PNH  has  been  called  the  great  he- 
matologic imposter.  One  should  consider  the  di- 
agnosis in  any  patient  with  the  following  signs  and 
symptoms— unexplained  hemolysis,  unexplained 
anemia,  hemoglobinuria,  especially  coca-cola  col- 
ored urine  in  the  A.M.  which  clears  during  the  day, 
unexplained  transfusion  reaction  with  hemoglobi- 
nuria, any  combination  of  cytopenia,  unexplained 
iron  deficiency,  precipitation  of  gross  hemoglobi- 
nuria with  oral  or  parenteral  iron,  recurrent  abdom- 
inal pains,  or  unexplained  venous  thrombosis. 

Dr.  Beth  Riesgrafs  Diagnosis 
Paroxsymal  Nocturnal  Hemoglobinuria 

*DR.  MARCUS  DEEDE:  Is  the  cause  of  the  throm- 
bosis in  these  patients  the  abnormal  platelets? 

DR.  RIESGRAF:  It  is  not  known  what  is  the  cause 
of  thrombosis  in  this  disease,  but  it  is  commonly 
attributed  to  circulating  red  cell  fragments.  Abnor- 
mal platelets  may  play  a role. 

**DR.  BETH  JOHNSON:  Some  have  used  trans- 
fusion of  washed  or  frozen  red  cells  to  decrease 
erythropoiesis  and  production  of  complement  sen- 
sitive cells.  Have  there  been  other  methods  to  reg- 
ulate erythropoiesis  in  this  disease? 

DR.  RIESGRAF:  Not  that  I know  of.  I emphasize 
again  that  the  transfusion  must  be  frozen  or  washed 
cells  and  it  is  not  known  what  factors  in  the  plasma 
of  the  ordinary  whole  blood  or  packed  red  cell  trans- 
fusion give  rise  to  acceleration  of  hemolysis.  It  may 
be  the  acid,  the  anticoagulant,  serum  complement, 
or  the  low  pH. 

DR.  DEEDE:  Can  the  two  tests— sucrose  hemolysis 
and  acid  hemolysis— be  done  in  routine  hospital 
laboratories? 

DR.  BARLOW:  Yes,  they  can.  It  is  important  to 
pay  attention  to  the  details  but  they  can  be  run  in 
most  hospital  laboratories. 

DR.  JOHNSON:  Is  there  any  correlation  between 
the  acetylcholinesterase  deficiency  in  the  red  cells 
and  the  hemolysis? 

DR.  RIESGRAF:  No,  there  has  been  no  good  cor- 
relation. 
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This  Is  Your  Medical  Association 


Gerald  Herrin,  M.D.  has  returned  to  South  Dakota 
as  an  orthopedic  surgeon.  Dr.  Herrin  previously 
practiced  in  Lead  prior  to  completion  of  an  or- 
thopedic residency  in  Winston-Salem,  NC.  He  is 
associated  with  the  Medical  Associates  Clinic,  Pierre, 
SD. 

* * * * 

Steven  Fisher,  M.D.  has  established  his  practice  in 
family  medicine  in  Custer.  Dr.  Fisher  is  a graduate 
of  the  University  of  California  Medical  School  in 
San  Francisco  and  completed  his  residency  training 
at  the  Family  Practice  Center,  Sioux  Falls. 

* * * * 

Mr.  Ed  Gerloff,  Administrator  of  Central  Plains 
Clinic,  Sioux  Falls,  was  installed  as  president  of  the 
Medical  Group  Management  Association,  a national 
association  of  clinic  administrators,  at  their  annual 
meeting  in  New  Orleans  in  October. 


Joseph  Muggly,  M.D.,  72,  physician  in  Mad- 
ison, SD,  died  recently.  He  was  born  June  1, 
1909  in  Ramona,  SD  and  began  his  practice 
in  Madison  in  1937  and  was  co-founder  of  the 
Madison  Clinic. 

Dr.  Muggly  held  various  offices  in  the  State 
Medical  Association,  including  president  in 
1971.  He  was  awarded  the  Medical  Associa- 
tion’s Distinguished  Service  Award  and  the 
Certificate  of  Merit.  He  was  also  awarded  the 
S.  D.  Lung  Association’s  highest  award  in 
1981. 

He  married  Lucille  Gallagher  in  1934.  She 
died  in  1948.  He  then  married  Catherine  Bon- 
omo  in  1956  and  she  died  in  1970.  Survivors 
include  one  daughter,  Mrs.  Richard  (Shirleen) 
Adler,  Chicago,  and  five  grandchildren. 


Alton  Ochsner,  M.D.,  a South  Dakota  native 
and  world-renowned  heart  surgeon,  died  re- 
cently in  New  Orleans,  at  the  age  of  85.  Dr. 
Ochsner  was  credited  with  first  linking  smoking 
to  lung  cancer.  He  is  also  the  founder  of  the 
Ochsner  Medical  Foundation  Hospital  in  New 
Orleans. 


Dwaine  H.  Berry,  D.O.,  Sturgis,  died  recently 
at  the  age  of  55.  Dr.  Berry  was  born  in  1926 
at  Hartford  and  then  lived  in  Sioux  Falls  where 
he  graduated  from  high  school  and  attended 
Augustana  College.  He  graduated  from  the 
University  of  South  Dakota  and  also  from  the 
Kirksville  School  of  Osteopathy,  Kiiksville, 
Missouri.  Dr.  Berry  was  associated  with  the 
Massa-Berry  Clinic  in  Sturgis  since  1959.  He 
was  a long  time  member  of  the  American  Col- 
lege of  Osteopathic  Pediatricians,  South  Da- 
kota Society  of  Osteopathic  Physicians  and 
Surgeons  and  the  American  Osteopathic  As- 
sociation. He  was  also  a member  of  the  South 
Dakota  State  Medical  Association. 

He  is  survived  by  his  wife,  Theresa;  two 
sons,  Tom  and  Ed,  both  of  Sturgis,  his  mother, 
Sioux  Falls  and  one  sister  also  of  Sioux  Falls. 


* * * 


FOR  THE  DIABETIC 

The  glucometer  is  for  the  diabetic  patient, 
who  wants  to  know  his  or  her  blood  glucose 
level. 

The  glucometer,  a small,  lightweight, 
portable,  battery-operated,  calibrated, 
instrument  measures  quantitatively  the  glucose 
in  whole  blood.  It  is  used  with  Dextrostix 
Reagent  Strips. 


Call  Kreiser's  Surgical  and  we  will  help  you. 


for  your  home  health  care  needs 


21st  and  Minnesota,  Sioux  Falls,  S.D.  605/336-1155 
219  Omaha,  Rapid  City,  S.D.  605/342-2773 

1723  Geneva,  Sioux  City,  Iowa  712/252-0505 
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Future  Meetings 


February 

Mayo  Foundation  Outreach  Seminar  — Neurology- Acute  Trauma, 

McKennan  Hosp.  Aud.,  Sioux  Falls,  SD,  Feb.  12.  6 hrs.  AAFP 
and  AMA  Category  I credits.  Contact:  Ruth  A Muchow,  Ed. 
Center  Coordinator,  McKennan  Hosp.,  800  E.  21st,  Sioux  Falls, 
SD  57105.  Phone:  (605)  339-8000. 

Conference  On  Genetic  Counseling,  The  Church  And  The  Law, 

Airport  Holiday  Inn,  Sioux  Falls,  SD,  Feb.  13-14.  Contact: 
Robert  H.  Quinn,  M.D.,  Prof.  Div.  of  Surg.,  USDSM,  2501 
W.  22nd,  Sioux  Falls,  SD  57105.  Phone:  (605)  339-6791. 

March 

Impaired  Health  Care  Professionals:  A Challenge  To  The  Profes- 
sions, Detroit  Plaza  Hotel,  Renaissance  Ctr.,  Detroit,  Mich., 
Mar.  5.  AMA  Category  I credits.  Fee:  $65.  Contact:  A.  Edward 
Doudcra,  J.D..  Am.  Society  of  Law  & Medicine,  765  Com- 
monwealth Ave.,  Boston.  MA.  Phone:  (617)  262-4990. 


Refresher  Course  For  The  Family  Physician,  Iowa  Medical  Union, 
U.  of  Iowa.  Iowa  City.  IA.  Mar.  9-12.  Contact:  Univ.  of  Iowa, 
Coll,  of  Med.,  Iowa  City.  IA  52242. 


Human  Life  Symposium:  An  Interdisciplinary  Approach  To  The 
Concept  Of  Person,  Shamrock  Hilton,  Houston,  TX,  March 
11-13.  Fee:  $250.  Contact:  Am.  Society  of  Law  & Med.,  765 
Commonwealth  Ave..  16th  FI..  Boston,  MA  02215.  Phone: 
(617)  262-4990. 

Mayo  Foundation  Outreach  Seminar— Office  Orthopedics, 

McKennan  Hosp.  Aud..  Sioux  Falls,  SD,  Mar.  12.  Contact: 
Ruth  Muchow,  Ed.  Center  Coordinator,  McKennan  Hosp., 
800  E.  21st  St.,  Sioux  Falls,  SD  57101. 


Health  Care  Labor  Law  Seminar,  Shamrock  Hilton  Hotel,  Hous- 
ton. TX.  Mar.  15.  Fee:  $120.  Contact:  Am.  Society  of  Law  & 
Med.,  765  Commonwealth  Ave.,  16th  FI.,  Boston,  MA.  Phone: 
(617)  262-4990. 


American  Psychosomatic  Society  Meeting,  Brown  Palace  Hotel, 
Denver,  CO.,  Mar.  25-28.  Contact:  Am.  Psychosomatic  Society, 
265  Nassau  Rd.,  Roosevelt,  NY  11575.  Phone:  (516)  279- 
0191. 


Legal  And  Ethical  Aspects  Of  Health  Care  For  Children,  Biltmore 
Hotel,  Los  Angeles,  CA.  Mar.  31 -Apr.  2.  Fee:  $250.  Contact: 
Am.  Society  of  Law  & Med.,  765  Commonwealth  Ave.,  1 6th 
FI..  Boston.’  MA.  Phone:  (617)  262-4990. 


April 

Iowa  Dermatological  Society  Meeting,  U.  of  Iowa,  Iowa  City, 
IA.  Apr.  16-17.  AMA  Category  I credits.  Contact:  Richard  M. 
Caplan.  M .D.,  Asso.  Dean  for  CME,  U.  of  Iowa  Coll,  of  Med., 
Iowa  City.  IA  52242. 


Mayo  Foundation  Outreach  Seminar— Pediatric  Infectious  Dis- 
ease, McKennan  Hosp.  Aud.,  Sioux  Falls,  SD,  Apr.  16.  6 hrs. 
AAFP  & AMA  Category  I credits.  Cotact:  Ruth  Muchow,  Ed. 
Ctr.  Coord.,  McKennan  Hosp..  800  E.  21st  St.,  Sioux  Falls, 
SD  57101.  Phone:  (605)  229-8000. 

Conference  On  Perinatal  Medicine,  Des  Moines,  IA,  Apr.  6-7. 
AMA  Category  I credits.  Contact:  Richard  M.  Caplan,  M.D., 
Asso.  Dean  for  CME.  U.  of  Iowa  Coll,  of  Med.,  Iowa  City,  IA 
52242. 

Otolaryngology  Clinical  Conference,  U.  of  Iowa,  Iowa  City,  IA, 
Apr.  9.  AMA  Category  I credits.  Contact:  Richard  M.  Caplan, 
M.D..  Asso.  Dean  for  CME,  U.  of  Iowa  Coll,  of  Med.,  Iowa 
City,  IA  52242. 

Radiation  Therapy  Seminar,  U.  of  Iowa,  Iowa  City,  IA,  Apr.  15. 
AMA  Category  I credits.  Contact:  Richard  M.  Caplan.  M.D., 
Asso.  Dean  for  CME.  U.  of  Iowa  Coll,  of  Med.,  Iowa  City,  IA 
52242. 

May 

The  Fifth  International  Symposium  On  The  Prevention  And  De- 
tection Of  Cancer,  Sao  Paulo,  Brazil,  May  1 6-20.  AMA  Category 
I credits.  Contact:  Medical  Congress  Coord.  Dept..  1212  Ave. 
of  the  Americas,  New  York,  NY  10036.  Phone:  (212)  840- 
0110. 


NATIONAL  LIMBS,  INC. 

Orthosis  & Prosthesis 
Breast  Prosthesis 
& Supports 

620  West  18th  St. 

Sioux  Falls,  S.D.  57104 
(605)  336-0822 
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Three  important  products 
from  Dista 


Naif  on  200 

fenoprofen  calcium 


200-mg*  Pulvules® 


Nolfon 

fenoprofen  calcium 


300-mg*  Pulvules 
600-mg*  Tablets 


Keflex8 

cephalexin 


250  and  500-mg  Pulvules 

125  and  250-mg  Oral  Suspensions 


•Present  as  230  6 mg.  345  9 mg.  and  691  8 mg  of  the  calcium  salt  of  fenoprofen  dihydrate  equivalent  to  200 
mg.  300  mg.  and  600  mg  fenoprofen  respectively 

Additional  information  available  to  the  profession  on  request. 
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Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
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Depression  Scores 


FOR  THE  7 OF  10  NONPSYCHOTiC 


10  20  30 


50 


Clear  correlation  belween  anxiety  and  depression3 

The  above  graph  illustrates  a relationship  between  anxiety  and  depression,  indicating  that  patients  seldom 
present  with  anxiety  or  depression  alone,  more  often  they  have  both  in  varying  degrees.  Data  based  on  a 
sampling  of  100  outpatients  (64  male;  36  female)  seen  at  a general  psychiatric  clinic. 

Adapted  from  Claghorn,  J.  The  anxiety-depression  syndrome.  Psychosomatics  7 7 438-441,  Sept-Oct  1970. 
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>EPRESSED  PATIENTS  WHO  ARE 

ALSO  ANXIOUS12 


Most  depressed  patients  are  also  anxious. . . 

Some  authors  estimate  that  70%  of  all  nonpsychotic  patients  with  symptoms  of 
depression  have  concomitant  symptoms  of  anxiety. 12  One  author  found  a distinct 
correlation  between  anxiety  and  depression  scores  in  TOO  nonpsychotic  outpatients 
administered  the  Minnesota  Multiphasic  Personality  Inventory  in  a general  psychiatric 
clinic.3  As  depression  scores  increased,  so  did  anxiety  scores.  No  attempt  was  made 
to  select  patients  other  than  to  exclude  psychotics. 

but  not  psychotic 

The  logic  of  treating  both  components  of  anxious  depression  is  clear.  Anfipsychotics, 
like  the  phenothiazines,  however,  carry  a well-documented  risk  of  tardive  dyskinesia.4 
Because  of  this,  an  AFA  Task  Force  recently  recommended  the  judicious  use  of  pheno- 
thiazines in  cases  other  than  chronic  psychosis  or  the  use  of  alternative  treatments. 

A better  way  to  give  relief 

Limbitrol  combines  the  specific  anxiolytic  action  of  Librium®  (chlordiazepoxide 
HCI/Roche) — a benzodiazepine  with  a long  history  of  safe  use — with  the 
antidepressant  action  of  amitriptyline,  a tricyclic  of  established  clinical  efficacy.  In 
comparison  to  phenothiazines,  Limbitrol  and  its  components  have  rarely  been 
associated  with  tardive  dyskinesia  or  other  extrapyramidal  side  effects.  And  in  terms 
of  rapid  response  and  patient  compliance,  Limbitrol  appears  to  be  superior  to 
amitriptyline  alone.  Controlled  multiclinic  studies  showed  Limbitrol  relieved  more 
symptoms  more  rapidly  than  did  amitriptyline.5  Despite  a higher  incidence  of 
drowsiness,  the  dropout  rate  due  to  side  effects  was  lower  with  Limbitrol.  (See 
adverse  reactions  section  in  summary  of  product  information  on  next  page.  As 
with  any  CNS-acting  agent,  patients  should  be  cautioned  about  driving  or  using 
dangerous  machines  while  on  therapy  with  Limbitrol.) 

References:  1.  Rickels  K:  Drug  treatment  ot  anxiety,  in  Psychopharmacology  in  the  Practice  of  Medicine, 
ed.  Jarvik  ME  New  York,  Appleton-Century-Crofts,  1977,  p.  316.  2.  Schatzberg  AF,  Cole  JO  Benzodiaze- 
pines in  depressive  disorders.  Arch  Gen  Psychiatry  35  1359-1365,  1978  3.  Claghorn  J The  anxiety- 
depression  syndrome.  Psychosomatics  li  438-441,  1970  4.  The  Task  Force  on  Late  Neurological  Effects 
of  Antipsychotic  Drugs  Tardive  dyskinesia,  summary  of  a task  force  report  of  the  American  Psychiatric 
Association.  Am  J Psychiatry  137 11 63-1 172,  1980  5.  Feighner  JP  etai  A placebo-controlled  multi- 
center trial  of  Limbitrol  versus  its  components  (amitriptyline  and  chlordiazepoxide)  in  the  symptomatic 
treatment  of  depressive  illness.  Psychopharmacology  61  217 -225,  1979. 


In  moderate  depression  and  anxiety 

Limbitrol® 

Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Relief  without  a phenothiazine 

Please  see  summary  of  product  information  on  next  page. 


LIMBITROL-  TABLETS  Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

indications:  Relief  of  moderate  fo  severe  depression  associated  with  moderate 
to  severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressants  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  of  MAO  inhibitors  since  hyperpyretic 
crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use; 
then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is 
achieved.  Contraindicated  during  acute  recovery  phase  following  myocardial 
infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or 
angle-closure  glaucoma.  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  anticholinergic-type  drugs.  Closely  supervise 
cardiovascular  patients.  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high 
doses  Myocardial  infarction  and  stroke  reported  with  use  of  this  class  of 
drugs  ) Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving). 

Usage  In  Pregnancy:  Use  of  minor  tranquilizers  during  the  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  suggested  In  several  studies. 
Consider  possibility  of  pregnancy  when  Instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 
Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been 
reported  rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symptoms 
following  discontinuation  of  either  component  alone  have  been  reported 
(nausea,  headache  and  malaise  for  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide). 
Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renal  or  hepatic  function.  Because  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these 
patients.  Periodic  liver  function  tests  and  blood  counts  are  recommended 
during  prolonged  treatment  Amitriptyline  component  may  block  action  of 
guanethidine  or  similar  antihypertensives.  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of 
ECT  to  essential  treatment.  See  Warnings  for  precautions  about  pregnancy 
Limbitrol  should  not  be  taken  during  the  nursing  period.  Not  recommended 
in  children  under  12. 

In  the  elderly  and  debilitated,  limit  to  smallest  effective  dosage  to  preclude 
ataxia,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either 
component  alone:  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating.  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor,  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  have  been  observed 
rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs: 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke. 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomama  and  increased  or  decreased  libido. 

Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns. 
Anticholinergic:  Disturbance  of  accommodation,  paralytic  ileus,  urinary 
retention,  dilatation  of  urinary  tract 

Allergic:  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue, 
pruritus. 

Hematologic  Bone  marrow  depression  including  agranulocytosis, 
eosinophilia,  purpura,  thrombocytopenia. 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis, 
peculiar  taste,  diarrhea,  black  tongue. 

Endocrine:  Testicular  swelling  and  gynecomastia  in  the  male,  breast 
enlargement,  galactorrhea  and  minor  menstrual  irregularities  in  the  female 
and  elevation  and  lowering  of  blood  sugar  levels. 

Other:  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary 
frequency,  mydriasis,  jaundice,  alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an 
overdose.  Treatment  is  symptomatic  and  supportive.  I V.  administration  of  1 to 
3 mg  physostigmine  salicylate  has  been  reported  to  reverse  the  symptoms  of 
amitriptyline  poisoning.  See  complete  product  information  for  manifestation 
and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response. 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtained. 
Larger  portion  of  daily  dose  may  be  taken  at  bedtime  Single  h.s  dose  may 
suffice  for  some  patients.  Lower  dosages  are  recommended  for  the  elderly. 
Limbitrol  10-25,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses, 
increased  to  six  tablets  or  decreased  to  two  tablets  daily  as  required.  Limbitrol 
5-12  5,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses. 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlor- 
diazepoxide and  25  mg  amitriptyline  (as  the  hydrochloride  sdlt)  dnd  blue, 
film-coated  tablets,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg 
amitriptyline  (as  the  hydrochloride  salt) — bottles  of  100  and  500,  Tel-E-Dose® 
packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50 
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Doctors  needed  in  Wisconsin  and 
Minnesota,  all  specialties,  all  loca- 
tions. For  confidential  information 
mail  your  C.V.  to: 

Medicus 

W62  N281  Washington  Avenue 
Cedarburg,  Wisconsin  53012 


Faculty  Members  Needed 

The  University  of  South  Dakota  School  of  Medicine,  a multi- 
campus, community-based,  family  practice  oriented  medical 
school,  is  actively  seeking  faculty  members  at  the  Assistant, 
Associate,  and  full  Professor  levels  for  its  Department  of  Family 
Medicine. 

The  department's  teaching  responsibilities  include  segments  of 
each  of  the  four  years  of  the  undergraduate  medical  student 
curriculum,  liaison  with  and  participation  in  affiliated  graduate 
medical  education  programs  and  participation  in  the  School's 
continuing  health  education  programs.  Programs  of  basic,  clin- 
ical, educational  research  and  appropriate  departmental  in- 
volvement in  patient  care  are  encouraged. 

Applicants  must  possess  an  M.D.  degree,  be  Board  Certified 
in  Family  Practice,  and  be  eligible  for  licensure  in  South  Dakota. 
Must  have  demonstrated  competence  in  teaching  and  service. 
Research  experience  desirable. 

Minimum  of  three  references  required.  Salary  negotiable,  to 
include  some  augmentation  practice  income.  Closing/employ- 
ment date  for  applicants  is  March  12,  1982. 

Send  applications  to: 

James  E.  Ryan,  M.D. 

Professor  and  Chairman 
Department  of  Family  Medicine 
USD  School  of  Medicine 
1621  South  Minnesota  Avenue 
Sioux  Falls,  South  Dakota  57105 
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Keeping  your  patients 
healthy  is  important! 


So  is  maintaining  your 
cash  flow.  We  can  help. 


You  can  get  fast  service  if 
you  submit  your  Blue  Shield 
claims  promptly.  It  will  not 
only  keep  your  accounts 
current,  the  cash  flow 
situation  in  your  office  will  be 
a lot  healthier. 


SOUTH  DAKOTA  BLUE  SHIELD 

1601  West  Madison 
Sioux  Falls 
336-1976 

405  East  Omaha 
Suite  #7 
Rapid  City 
343-6755 


■ Registered  Service  Marks  of  the  National  Association  of  Blue  Shield  Plans 


DECREASED  TOTAL  WAKE  TIME  EVEN  AFTER  TWO  WEEKS  OF  THERAPY’ 


Secobarbital 
100  mg 


Methaqualone 
400  mg 


Chloral  hydrate 
1000  mg 


Ethchlorvynol 
500  mg 


DALMANE 
30  mg 


*p<0.01 

Adapted  from  Kales  A,  el  at:  J Clin 
Pharmacol  17:207-213.  Apr  1977 


Glutethimide 


500  mg 

WITH  AN  UNSURPASSED  RECORD 
OF  EFFICACY  AND  SAFETY 


The  efficacy  of  Dalmane  (flurazepam  HCI/Roche)  has 
been  documented  in  185  studies  involving  9141  pa- 
tients suffering  from  one  or  more  of  the  three  major 
forms  of  insomnia-difficulty  falling  asleep,  staying 
asleep  and  sleeping  long  enough.2 

Relative  safety  was  demonstrated  in  a large  study  of 
2542  hospitalized  medical  patients.  Only  3.1%  of 
these  patients  reported  adverse  reactions-predomi- 
nantly  unwanted  residual  drowsiness.  None  of  the 
reactions  were  considered  serious  by  attending 
physicians.3 

FOR  SLEEP  WITHIN  17  MINUTES2 
AND  NO  WORSENING  OF  SLEEP 
ON  DISCONTINUATION 

Rapid  sleep  induction,  within  17  minutes  on  average, 
sets  the  stage  for  insomnia  relief.  And,  after  discontinu- 
ation of  Dalmane  for  periods  ranging  up  to  14  nights, 
no  worsening  of  sleep  compared  with  baseline 
was  observed.4 


provide  the  optimum  environment  for  the  onset  of 
natural  sleep.  If  hypnotic  therapy  is  required,  it  should 
be  given  for  the  shortest  time  at  the  lowest  effective 
dose  to  achieve  the  desired  goal. 

Consider  other  medications  the  patient  may  be  taking 
(including  alcoholic  beverages)  and  be  aware  of 
possible  drug  interactions.  Please  note  that  patients 
should  be  treated  for  underlying  physical  or  psycho- 
logical factors  before  therapy  with  a sleep  medication 
is  undertaken. 


DALMANEe 

flurazepam  HCI/Roche 

THE  STANDARD  OF  HYPNOTIC  EFFICACY 
FROM  THE  LEADER  IN  SLEEP  RESEARCH 


Should  insomnia  recur,  the  patient  may  require  guid-  <R0CHE>  Please  see  reverse  side  for  a summary 

ance  in  setting  up  a regular  sleep  program  to  help  \nuon  y/  of  product  information. 


SLEEP-SPECIFIC 

DALMANEc 

flurazepam  HCI/Roche 

One  15-mg  capsule  h.s. -recommended  initial  dosage 
for  elderly  or  debilitated  patients. 

One  30-mg  capsule  h.s. -usual  adult  dosage 

(15  mg  may  suffice  in  some  patients). 

THE  STANDARD  FOR  HYPNOTIC  EFFICACY 
WITH  IMPORTANT  ADDED  BENEFITS 

• Well  tolerated2 

• No  chemical  interference  with  many  commonly  ordered 
laboratory  tests,  including  triglycerides,  uric  acid,  glucose. 
SGOT,  alkaline  phosphatase  and  total  protein56  (See  adverse 
reactions  section  of  complete  product  information.) 

• Compatible  with  chronic  warfarin  therapy:  no  unacceptable 
fluctuation  in  prothrombin  time  reported'8 

UNLIKE  NONSPECIFIC  MEDICATIONS 
USED  FOR  SLEEP 

Tricyclic  antidepressants 

-which  are  not  sleep  specific,9  yet  are  sometimes  used  in 
nondepressed  patients  for  sleep 
-which  can  cause  transient  insomnia  in  the  elderly10 
-which  can  require  careful  monitoring  in  cardiovascular 
patients’0 

-which  have  strong  anticholinergic  effects’0 

Antihistamines 

-which  are  not  reliable  sleep-inducing  agents” 

-which  may  produce  stimulation  instead” 

-which  have  anticholinergic  effects" 

Major  tranquilizers 

-whose  side  effects  may  be  troublesome  for  nonpsychotic 
patients’2 

-where  tolerance  for  sedation  appears  rapidly’2 

Dalmane  does  not  cause  significant  worsening  of  sleep 
beyond  baseline  levels  upon  discontinuation/ 

References:  1.  Kales  A el  a/:  J Clm  Pharmacol  17:207-213.  Apr  1977  2.  Data  on  file.  Medical 
Department.  Hoffmann-La  Roche  Inc  . Nutley  NJ  3.  Greenblatt  DJ.  Allen  MD.  Shader  Rl  Clm 
Pharmacol  Ther  27:355-361.  Mar  1977  4.  Kales  A,  et  al:  Clin  Pharmacol  Ther  18:356-363,  Sep 
1975  5.  Moore  JD,  Weissman  L:  J Clin  Pharmacol  16:241-244,  May-Jun  1976  6.  Spiegel  HE 
Data  on  file.  Medical  Department.  Hoffmann-La  Roche  Inc.,  Nutley  NJ  7.  Robinson  DS, 

Amidon  EL:  Interaction  of  benzodiazepines  with  warfarin  in  man,  in  The  Benzodiazepines. 
edited  by  Garattmi  S.  Mussmi  E.  Randall  LO.  New  York.  Raven  Press.  1973,  pp.  641-646 

8.  Warfarin  Study:  Data  on  file.  Medical  Department.  Hoftmann-La  Roche  Inc..  Nutley  NJ 

9.  Baldessarmi  RJ  Drugs  and  the  treatment  of  psychiatric  disorders,  chap.  19,  in  Goodman 
and  Gilmans  The  Pharmacological  Basis  ol  Therapeutics,  ed  6 New  York,  Macmillan 
Publishing  Co  Inc  . 1980.  pp.  391-447  10.  Cole  JO,  Davis  JM:  Antidepressant  drugs,  chap. 

31.2.  in  Comprehensive  Textbook  ol  Psychiatry  II.  edited  by  Freedman  AM,  Kaplan  HI.  Sadock 
BJ,  ed  2.  Baltimore,  The  Williams  & Wilkins  Company,  vol  2,  1976,  pp.  1941-1956  11.  Douglas 
WW.  Histamine  and  5-hydroxytryptamine  (serotonin)  and  their  antagonists,  chap.  26.  in 
Goodman  and  Gilmans  The  Pharmacological  Basis  ol  Therapeutics,  ed  6.  New  York, 
Macmillan  Publishing  Co.  Inc.,  1980,  pp.  609-646  12.  Davis  JM,  Cole  JO.  Antipsychotic  drugs, 
chap  31  1.  in  Comprehensive  Textbook  ol  Psychiatry/ll.  edited  by  Freedman  AM.  Kaplan  HI. 
Sadock  BJ,  ed  2 Baltimore.  The  Williams  & Wilkins  Company,  vol  2.  1976,  pp.  1921-1940 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling 
asleep,  frequent  nocturnal  awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  habits;  in  acute  or  chronic 
medical  situations  requiring  restful  sleep.  Ob|ective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights  of  administration.  Since 
insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy  should  only  be  undertaken 
with  appropriate  patient  evaluation. 

Contraindications:  Known  hypersensitivity  to  flurazepam  HCI;  pregnancy. 
Benzodiazepines  may  cause  fetal  damage  when  administered  during  pregnancy. 
Consider  possibility  of  pregnancy  when  instituting  therapy:  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  pregnant. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants.  An  additive  effect  may  occur  if  alcohol  is  consumed 
the  day  following  use  for  nighttime  sedation.  This  potential  may  exist  for  several 
days  following  discontinuation.  Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery,  driving).  Potential 
impairment  of  performance  of  such  activities  may  occur  the  day  following 
ingestion.  Not  recommended  for  use  in  persons  under  15  years  of  age 
Though  physical  and  psychological  dependence  have  not  been  reported  on 
recommended  doses,  abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication  for  a prolonged  period  of 
time.  Use  caution  in  administering  to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is  recommended  that  the 
dosage  be  limited  to  15  mg  to  reduce  risk  of  oversedation,  dizziness,  confusion 
and/or  ataxia.  Consider  potential  additive  effects  with  other  hypnotics  or  CNS 
depressants.  Employ  usual  precautions  in  severely  depressed  patients,  or  in 
those  with  latent  depression  or  suicidal  tendencies,  or  in  those  with  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness,  staggering,  ataxia 
and  falling  have  occurred,  particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably  indicative  of  drug 
intolerance  or  overdosage,  have  been  reported  Also  reported:  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl  pain, 
nervousness,  talkativeness,  apprehension,  irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating,  flushes,  difficulty  in 
focusing,  blurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  confusion,  restlessness,  hallucinations, 
and  elevated  SGOT  SGPT  total  and  direct  bilirubins,  and  alkaline  phosphatase; 
and  paradoxical  reactions,  e g.,  excitement,  stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 

Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some  patients.  Elderly  or 
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Community  And  Professional  Perceptions  Of 
Child  Abuse  And  Neglect 


Jerome  R.  Rosonke,  Ph.D.* 
Charles  L.  Pelton,  M.D.** 


ABSTRACT 

Physicians  are  often  the  first  professionals  to  have 
contact  with  abused  and  neglected  children.  The  fol- 
lowing survey,  which  included  physicians,  was  done 
for  the  Aberdeen  Area  Child  Protection  Team  by 
the  Department  of  Social  Science  of  Northern  State 
College,  Aberdeen,  SD,  to  determine,  within  the 
community:  1.  the  extent  of  child  abuse  and  neglect, 
2.  contributing  factors  (alcohol/drugs)  and  3.  the 


INTRODUCTION 

The  Aberdeen  Area  Child  Protection  Team  is  a 
multiagency,  community-based,  interdisciplinary 
group,  organized  through  the  combined  efforts  of 
several  agencies  and  professionals  for  the  purpose 
of  assisting  in  the  process  of  reporting,  preventing, 
investigating,  prosecuting  and  treating  child  abuse/ 
neglect  victims  and  their  families.  It  is  not  an  in- 
vestigative body  nor  one  that  dictates  agency  or 
professional  policy,  but  rather  one  whose  purpose 
is  to  educate,  advise  and  recommend. 


* Associate  Professor  of  Sociology.  Northern  State  College,  Ab- 
erdeen, SD. 

**Associatc  Clinical  Professor  of  Family  and  Community  Med- 
icine. University  of  South  Dakota  School  of  Medicine.  Co- 
Founder  and  Past  President  of  the  Aberdeen  Area  Child  Pro- 
tection Team,  Aberdeen.  South  Dakota. 


know  ledge  of  this  social  disease  by  the  general  pop- 
ulation and  professionals.  It  is  our  belief  that  similar 
findings  would  be  uncovered  in  other  South  Dakota 
communities,  and  there  is  a need  for  physicians,  other 
professionals,  and  the  public  to  work  together  to 
reduce  this  aspect  of  human  violence.  The  formation 
of  a child  protection  team  is  one  method  for  those 
interested  in  becoming  more  knowledgeable  and  in- 
volved. 


The  purpose  of  the  Abeerdeen  Child  Abuse/Ne- 
glect surveys  were:  1.  to  identify  what  Aberdeen 
community  residents  a)  consider  to  be  child  abuse/ 
neglect,  b)  know  where  to  report  child  abuse/neglect, 
c)  beliefs  about  “why  reports  are  not  made”,  d)  un- 
derstandings of  what  happens  to  abusers,  neglectors 
and  those  who  report  them;  and  e)  perceptions  as 
to  the  actual  number  of  cases  in  the  Aberdeen  area. 
2.  to  identify  what  selected  Aberdeen  area  profes- 
sionals a)  consider  to  be  child  abuse/neglect,  b)  have 
seen  of  child  abuse/neglect  in  the  past  year,  c)  where 
they  referred  their  cases,  d)  who  are  considered  to 
be  the  professions  legally  required  to  report  abuse/ 
neglect,  e)  understandings  as  to  the  professionals 
needs  for  child  abuse/neglect  identification  training, 
and  0 ideas  as  to  the  functions  of  the  Aberdeen 
Child  Protection  Team. 
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Table  I 
Response  to: 

“Which  of  the  following  are  child  abuse?” 

(as  opposed  to  “acceptable  methods  for 

2 8%  n = 8 disciplining  a child”) 

Take  away  privi- 

« 4%  n = 1 

leges 

Commumtv  Professionals 

4.8%  n=  14 

Spank  bottom,  open 
hand  lightly 

■■■  1.7%  n = 4 

Make  child  stand 

35.7%  n = 1 0 1 

10.7%  n = 26 

in  corner 

Physical  restraint 

54.40/0  n = 156 

-hold  child  still 

Spank  with  belt. 

53.4%  n=  156 

etc.,  lightly 

Spank  bottom,  open 

61.2%  n = 1 75 

hand,  Ivng.  red 

11  38.4%  n = 93 

Slap  face  with  open 
hand,  lightly 

69  90/n  n = 7fP 

Send  to  bed  with- 

81.3%  n = 23 1 

out  supper 

Lock  in  room  for 

79.6%  n = 227 

1 5 minutes 

B‘  1,4 ' 3 n ” 1 36 

Spank  with  belt. 

90%  n = 262 

*1  SO/ 

etc.,  Ivng.  red 

' 'h/0 " 64 

Physical  restraint 

99%  n = 228 

-tie  child 

Squeeze  or  twist 
producing  pain 

92.8%  n = 270 

irM i-i . 

]6'9/o  n_18° 

Slap  face  with  open 

94  S%  n = ?7S 

— iMmiMMMM<w<Mwm<iwmmnTimnimtnmiitiiuumintiitmiinn«iuMiwiiMimi»mnitimin>  ~J  ^ ^0/()  p = ]g^ 

hand  Ivng.  red 

Lock  in  room  for 

94.8%  n = 273 

one  hour 

97.9%  n = 282 

Lock  in  room  all 

day  or  night 

98.3%  n = 286 

Spank  bottom,  open 

_ f _ 

raHMilMfiMiMiimmiHiHMMMmtmHKiMmMmMuiuiiitiKHittuuudtMl  tut  mw  aiHMuttuittmttMutnMH  g£  g0/0  p — 210 

hand  Ivng.  bruise 

98.6%  n = 287 

Spank  with  belt 
leaving  bruise 

tmiHNiiiitimiiitHiiitiimiiiiniiiHHHiiiiiiiitimmiimiiiiiiimiininitaimtiHctiHiimiiiuinnimiiiiuiiiiiiMiUHi,  _ , on/  , . A 

86.8%  n = 2 10 

Slap  face  with  open 
hand  Ivng.  bruise 

99  3%  n = 289 

twwiuiHiiiiiiiniitiiiHimiiiinimiiiimiiitiiimmiiii inimuiniitiiiiiiitiHiimiiiMmimmiMiHj  gy  ^o/0  p = 9 | ? 

Strike  with  ob- 

99.3%  n = 289 

ject  Ivng.  bruise 

Strike  with  list 

1 uu  /o 

leaving  bruise 

g ~j  ^o/()  p_9|9 

1 00% 

Kick  Ivng.  bruise 

■■NIlltlMIMIIMlIimillKKIIIKIKKlliiiiiminiMIIIIIKUIKIflllNtMilUlltllltimitMinilltltlinMIlMUUMMHIKKmilllUtlK  g J p 9 j 9 

1 firm 

Burn,  leaving  mark 

1 1 1 : 1 1 1 1 1 1 — 
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METHODOLOGY 

This  analysis  proceeds  from  two  separate  surveys, 
each  using  a somewhat  different  methodology.  The 
Community  Survey  was  an  area  sample  of  Aberdeen 
households  with  291  adults  interviewed  (75%  of  the 
respondents  had  children).  The  professional  survey 
was  a mailed  or  supervisor-delivered  questionnaire 
to  school  administrators,  teachers,  day  care  provid- 
ers, clergy,  physicians,  law  enforcement  officials,  at- 
torneys, mental  health  personnel,  social  service 
personnel,  nurses,  school  officials,  and  counselors. 
Almost  half  of  the  242  professionals  responding  to 
the  survey  were  teachers  (48.3%),  followed  by  day 
care  providers,  law  enforcement  personnel  and 
clergy. 

DESCRIPTIVE  ANALYSIS 

A.  Definitions  of  Child  Abuse  and  Neglect 

The  community  interview  schedule  and  the 
professional  questionnaire  asked  the  respondent 
what  they  considered  to  be  “child  abuse”  & “child 
neglect.”  However,  not  only  were  the  two  samples 
and  research  methodologies  different  (a  two-form 
interview  of  an  area  sample  vs.  a self-completion 
questionnaire  of  a voluntary  return  sample),  but  the 
questions  asked  were  also  somewhat  different.  Thus, 
a one-to-one  comparison  is  not  valid.  However,  the 
general  responses  of  each  group  are  enlightening. 

Both  the  community  and  professional  respondents 
were  requested  to  decide  if  various  response  items 
are  (A)  acceptable  methods  of  disciplining  a child, 
or  (B)  child  abuse.  Table  I indicates  that  although 
the  community  and  professional  respondents  in- 
creased and  decreased  their  view  of  child  abuse  for 
the  items  in  similar  rank  order  in  every  instance, 
the  professionals  were  somewhat  less  likely  to  view 
that  item  as  child  abuse  than  were  the  community 
respondents.  This  differential  may  be  a real  differ- 
ence in  beliefs  due  to  differing  experiences  with  child 
abuse,  average  age  or  education,  etc.,  or  it  may  be 
due  to  a difference  in  data  collection  methodologies 
(a  face-to-face  interview  of  the  community  respond- 
ents may  produce  a more  “give  ’em  what  I think 
they  want  to  hear”  bias). 

The  community  respondents,  after  responding  to 
the  items  listed  in  Table  I on  discipline  and  abuse, 
were  then  asked  the  open-ended  questions.  What 
other  things  would  you  consider  to  be  child  abuse?” 
Their  responses  were:  beatings  (31.3%;  verbal  har- 
assment (18.9%);  sexual  abuse  (13.7%);  psycholog- 
ical abuse  (12%);  torture  and  torment  (9.3%);  over- 
punish (8.6%);  tease  and  degrade  (7.9%);  lock  child 
out  of  the  house  (3.8%);  give  the  child  drugs  (.3%); 
and  other  responses.  The  community  respondents 
were  then  asked  the  open-ended  question,  “What 


other  things  would  you  consider  to  be  child  neglect?” 
They  responded  as  follows:  leave  unattended 
(33.3%);  malnutrition  (31.6%);  improper  supervision 
(26.5%);  neglect  of  physical  needs  (26.1%);  neglect 
of  emotional  needs  (22.3%);  improper  clothing  for 
the  weather  (19.9%);  abandonment  (10.3%);  im- 
proper medical  care  (10%);  improper  shelter  (7.6%); 
poor  environment  (5.2%);  neglect  of  educational 
needs  (2.7%);  and  other  items. 

On  the  professional  survey  the  first  items  asked 
were:  “List  briefly  those  signs  or  symptoms  which 
are  used  to  recognize  child  abuse,”  and  “List  briefly 
those  signs  which  are  used  to  recognize  child  ne- 
glect.” The  major  item  listed  which  professionals 
considered  a sign  of  abuse  was  bruises  (78. 1%).  This 
was  followed  by  behavior  patterns  (41.3%),  burns 
(26.5%),  withdrawal,  cuts,  fear,  injury,  fractures, 
swelling,  and  a large  variety  of  other  possible  items. 
The  major  symptom  of  child  neglect  was  considered 
to  be  appearance  (75.6%  responded  with  some  aspect 
of  appearance).  This  aspect  was  followed  by  mal- 
nutrition (4 1 .7%),  emotional  instability  (28.5%),  ill- 
ness ( 1 9%),  lack  of  supervision  and  lack  of  affection. 

B.  Alcohol  and  Drugs 

When  the  professional  respondents  were  specifi- 
cally asked.  “Do  you  believe  the  abuse  of  alcohol 
and  drugs  by  children  and  youth  is  a symptom  of 
child  abuse  or  neglect?”,  30.5%  checked  that  it  “def- 
initely is,”  46%  checked  that  it  “probably  is,”  1 4.2% 
checked  that  they  “didn’t  know,”  8.4%  checked 
“probably  not”  and  0.9%  checked  “definitely  not”. 
Also,  the  professional  respondents  were  asked,  “Do 
you  believe  the  abuse  of  alcohol  is  a contributing 
factor  in  the  abuse  of  children?”  Almost  two-thirds 
(63.4%)  indicated  that  it  “definitely  is”  and  another 
32.6%  indicated  “probably  is”  while  3.5%  indicated 
“don’t  know”  and  0.4%  indicated  “definitely  not.” 
Thus,  professionals  agree  that  alcohol  and  drugs  are 
both  contributory  and  a symptom  of  abuse/neglect. 

C.  Where  to  Report 

Again,  the  community  and  professional  respond- 
ents were  asked  somewhat  different  questions.  The 
community  respondents  were  asked  the  open-ended 
question,  “If  you  became  concerned  about  a situ- 
ation with  a child  you  personally  knew,  and  wished 
to  report  it  as  a possible  child  abuse  or  neglect,  who 
would  you  report  it  to?”  The  professional  respond- 
ents were  requested  to  indicate  on  a list  of  agencies, 
“To  which  of  the  following  agencies  did  you  make 
referrals  during  the  last  year?” 

It  is  noteworthy  that  approximately  one-fourth  of 
the  community  respondents  could  list  no  place  to 
report  a child  abuse  situation;  with  the  police  de- 
partment more  than  twice  as  likely  to  receive  child 
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abuse  reports  from  the  community  than  any  other 
agency  (60%).  Over  one-fourth  of  the  respondents 
indicated  a “social  agency”  or  “social  welfare 
agency,”  and  this  agency  was  followed  by  the  Child 
Protection  Team,  priest  or  minister,  mental  health 
center,  school  personnel,  health  department,  hos- 
pital, parents,  states  attorney,  doctor,  the  emergency 
room,  and  a whole  host  of  other  responses. 

The  professionals  indicated  that  of  the  1 74  actual 
referrals  they  made  during  the  last  year,  31%  were 
made  to  the  Department  of  Social  Services,  followed 
by  12%  to  a school  official,  1 1%  to  mental  health 
and  the  rest  to  other  agencies  (police  or  sheriff,  med- 
ical, clergy,  Lutheran  Social  Services,  states  attorney, 
and  lawyer). 

D.  Who  is  Legally  Required  to  Report  Abuse/Ne- 
glect? 

The  community  and  professional  respondents 
were  asked  similar  questions  regarding  who  was  re- 
quired by  law  to  report  abuse  and  neglect  cases*, 
but  the  response  format  was  considerably  different. 
Whereas  the  community  respondents  were  asked  an 
open-ended  question  with  no  possible  answers  sup- 
plied, the  professionals  had  a list  of  possible  answers 
(with  a few  incorrect  answers)  supplied,  which  they 
merely  had  to  check  off.  Thus,  the  professionals  not 
only  would  be  expected  to  have  more  knowledge 
regarding  this  question,  but  also  having  the  advan- 
tage of  having  a list  to  choose  from. 

Forty  percent  of  the  community  respondents  could 
not  list  one  person  required  to  report  abuse,  and 
12.4%  of  the  respondents  listed  people  who  were 
not  required  to  report.  Although  no  single  occu- 
pation was  listed  by  even  40%  of  the  community 
respondents,  the  top  ones  listed  were:  physician, 
teacher,  law  enforcement  and  social  worker. 

The  professionals  had  a much  higher  percentage 
of  respondents  checking  the  correct  occupations 
(82.8%)  they  believed  were  legally  required  to  report 
child  abuse.  However,  the  professional’s  real  knowl- 
edge of  the  people  legally  required  to  report  can  be 
questioned  when  it  is  observed  that  the  five  unre- 
quired reporting  occupations  also  included  received 
a high  response  rate:  day  care  provider  (71.7%);  at- 
torney (58.3%);  clergy  (53.7%);  any  state  employee 
(48.8%);  and  relatives  (46.7%).  Perhaps  the  pattern 
of  responses  for  the  professionals  would  not  be  much 
different  from  the  community  as  a whole  if  an  open- 
ended  question  format  had  been  used. 


*Soulh  Dakota  Codified  laws  (26-10-10)  make  failure  to  report, 
a Class  one  ( 1 ) misdemeanor  for  a:  physician,  surgeon,  dentist, 
doctor  of  osteopathy,  chiropractor,  optometrist,  podiatrist,  psy- 
chologist. social  worker,  hospital  intern  or  resident,  law  en- 
forcement officer,  teacher,  school  counselor,  school  official,  nurse 
or  coroner. 


E.  Perception  of  the  Amount  of  Abuse  in  the  Area 

The  community  respondents  were  requested  to 
indicate  “how  much  child  abuse  and  neglect  do  you 
think  there  is  in  Aberdeen?”  About  one-half  stated 
that  there  was  “some”  and  40%  indicated  that  there 
was  “much”  or  “very  much”.  Interestingly,  only 
9.4%  responded  “none”  or  “very  little”. 

The  professionals  were  asked  to  respond  to  the 
question,  “How  serious  a problem  is  child  abuse 
and  neglect  in  our  area?”  “Very  serious”  was  the 
response  of  63.4%  of  the  professionals,  followed  by 
“somewhat  serious”  (32.6%),  “moderately  serious” 
(3.5%),  zero  responded  “probably  not  serious  and 
.4%  (one  person)  indicated  “not  serious  at  all.” 

Additionally,  the  professionals  were  asked,  “How 
common  do  you  think  sexual  abuse  of  children  is 
in  our  areas?”  They  responded  7.4%-“very  com- 
mon,” 37.6%  “somewhat  common,”  42.4%  “don’t 
know,”  12.7%  “not  very  common,”  and  zero  stated 
“very  uncommon”. 

F.  What  Happens  to  Those  Who  Report  Cases? 

The  community  respondents  were  asked  the  open- 
ended  question,  “many  people  do  not  report  child 
abuse  or  neglect  even  if  they  think  it  may  be  oc- 
curring. What  are  the  reasons  why  people  do  not 
report  suspected  cases?”  Of  all  the  responses  given, 
the  one  response  which  stands  out  as  given  by  more 
than  80%  of  the  respondents  was  that  they  “don’t 
want  to  get  involved.”  They  viewed  those  who  do 
not  report  a case  as  perhaps  “selfish  with  their  time” 
and  thinking  it’s  “none  of  my  business.”  Other  high 
ranking  reasons  for  not  reporting  abuse/neglect  were: 
“afraid  to  be  identified,”  “afraid  the  abuser  will  find 
out”  (the  two  could  be  combined  in  some  responses), 
“don’t  want  to  interfere,”  “to  protect  someone”  and 
“fear  of  being  wrong.”  Other  reasons  given  were: 
“don’t  want  more  injury”  (either  the  parent  or  the 
child),  “afraid  it  will  cause  problems,  not  sure  if  it 
is  abuse,”  “don’t  feel  qualified  to  report  it,”  “don’t 
want  to  cause  an  ‘issue’”,  “don’t  know  where  to 
report,”  “afraid  of  a court  trial,”  “revenge,”  “ap- 
athy,” and  others. 

Though  policy  states  that  the  identity  of  the  person 
reporting  an  abuse/neglect  be  kept  confidential,  most 
community  respondents  believed  that,  eventually, 
the  person  reported  on  would  find  out  who  reported 
them.  Only  a little  more  than  one-third  thought  that 
it  was  “not  very  likely  that  the  person  reported  would 
find  out  who  reported  them.”  However,  about  80% 
of  the  respondents  did  not  think  that  the  investi- 
gating agency  “must  identify  who  reported  them.” 
Only  8.3%  thought  that  the  investigating  agency  must 
tell  who  reported. 

When  asked  if  the  person  who  reported  the  abuse 
must  testify  in  court,  half  of  the  community  re- 
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spondents  indicated  “sometimes,”  almost  one-fourth 
indicated  “only  if  they  wish,”  10%  indicated  “al- 
ways” and  15.7%  indicated  “seldom”  or  “never.” 

After  the  above  information  was  obtained,  the 
community  respondents  were  asked,  “how  likely 
would  you  be  to  report  a child  abuse  or  neglect 
situation  if  you  believed  you  knew  of  one?”  More 
than  one-half  (58.8%)  indicated  the  extreme  cate- 
gory, “very  likely,”  whereas  only  4.1%  indicated  the 
other  extreme,  “not  very  likely.”  At  least  in  an  in- 
terview situation,  respondents  indicate  a high  will- 
ingness to  report  cases  when  they  become  aware  of 
them. 

When  community  respondents  were  asked  the 
open-ended  question,  “What  happens  to  persons 
who  have  been  reported  as  being  child  abusers  and 
neglectors?”,  a wide  variety  of  responses  were  given. 
The  responses  most  often  mentioned  were:  “the 
child  is  taken  away”  (34%),  “there  is  an  investigation 
( 1 7%),  and  “nothing”  ( 1 7%).  Almost  one-fifth  of  the 
respondents  reported  that  they  “didn't  know”  ( 1 9%). 

The  professional  respondents  were  asked,  “Must 
professionals  report  only  actual  cases  of  child  abuse 
and  neglect,  or  must  they  report  suspected  cases  as 
well?”  They  overwhelmingly  responded  correctly 
(90.6%),  that  they  must  report  “both  actual  and  sus- 
pected” cases.  When  asked  “What  legal  protections 
do  professionals  have  when  they  report  child  abuse 
and  neglect?”,  the  professionals  correctly  checked 
they  had  “legal  immunity  if  the  report  is  made  in 
good  faith”  (78.1%).  However,  4.7%  indicated  that 
they  had  “no”  legal  protections,  16.3%  said  that  it 
“depended  on  the  case,”  and  .9%  said  there  was 
immunity  only  if  it  is  a confirmed  case. 

G.  Professional’s  Perception  on  the  Need  for  Train- 
ing 

When  requested  to  indicate  the  “extent  you  feel 
a need  for  more  training  in  child  abuse/neglect  and 
identification,”  45.9%  indicated  “definitely,”  33.5% 
indicated  “probably”  and  9.5%  indicated  “don't 
know.”  Only  5.0%  indicated  “probably  not”  and 
.8%  indicated  “definitely  not.” 

The  professional  respondents  were  then  requested 
to  indicate  “what  identification  training  they  would 
be  willing  to  attend”,  and  here,  5%  indicated  “no 
further  training,”  23.1%  indicated  “a  one-hour 
seminar,”  21.9%  indicated  “a  three-hour  seminar,” 
15.3%  indicated  “a  half  day  seminar”  and  25.6% 
indicated  “an  all  day  seminar.” 

H.  Professional’s  Perceptions  of  the  Functions  of  the 
Child  Protection  Team 

The  last  items  on  the  questionnaire  for  the  profes- 
sional respondents  were:  “What  do  you  think  is  the 
function  of  the  Child  Protection  Team?”  and  “As 


a professional,  what  do  you  think  is  the  most  urgent 
thing  to  be  done  to  prevent  child  abuse  and  neglect 
in  our  community?”  “Treatment”  and  “prevention” 
are  viewed  as  the  major  functions  of  the  team.  These 
items  were  followed  by  “education,”  “advocacy” 
(legal  action),  “coordination”  (get  the  agencies  to 
work  together,  and  then  a large  variety  of  “other” 
possible  functions.  The  most  urgent  things  the 
professions  would  like  to  see  the  Child  Protection 
Team  do  to  prevent  child  abuse  are:  “education” 
and  “public  awareness.” 

CONCLUSION 

Although  the  respondents  to  the  community  and 
professional  surveys  are  not  exactly  demographically 
identical  to  the  general  community  and  professional 
populations  of  Aberdeen,  the  lack  of  a large  amount 
of  statistically  significant  differences  suggests  that 
the  general  ideas  portrayed  in  this  survey  may  be 
suggestive  of  the  true  beliefs  and  thoughts  of  the 
area.  Also,  it  should  be  stated  that,  since  the  com- 
munity and  professional  survey  research  metho- 
dologies were  different  (residential  interview  vs.  a 
questionnaire  to  be  returned  at  will),  care  should  be 
used  in  making  definitive  statements  which  compare 
their  responses  on  the  survey.  However,  considering 
the  above  discussion  and  limitations,  the  following 
conclusions  are  suggested: 

1 ) Community  and  Professional  respondents  in  the 
Aberdeen  area  tend  to  rank  disciplining  meth- 
ods similarly.  However,  area  professionals  may 
be  somewhat  less  likely  to  consider  various 
“subscribed  to  parental  activities”  as  abuse, 
whereas  community  members  do. 

2)  Taking  away  privileges,  standing  in  a corner 
and  light  spanking  were  considered  acceptable 
child  disciplining  techniques  by  both  groups. 

3)  Sending  to  bed  without  supper;  physical  re- 
straints—holding  the  child  still;  to  spank  bot- 
tom-leaving it  red;  or  to  use  a yardstick,  belt, 
paddle,  etc— lightly  were  controversial  disci- 
plinary/abuse techniques. 

4)  Tying  the  child;  locking  in  a room;  leaving 
bruises;  squeezing  and  twisting  to  produce  pain; 
or  using  fists  or  weapons  as  well  as  kicking  and 
burning  were  considered  child  abuse. 

5)  Community  respondents  identified  beatings, 
verbal  harassment,  sexual  abuse,  psychological 
abuse,  teasing  and  degrading,  locking  children 
out  of  the  house  and  giving  of  illicit  drugs  as 
constituting  abuse. 

6)  Community  respondents  stated  that  to  leave  un- 
attended, abandon  or  have  improper  supervi- 
sion; to  be  malnourished;  not  provide  for 
physical  and  emotional  needs;  have  improper 
clothing  for  the  weather,  improper  medical  care, 


FEBRUARY  1982 


11 


shelter  or  education  is  child  neglect. 

7)  Professionals  identified  the  symptoms  of  child 
abuse  as  bruises,  behavior  patterns,  bums, 
withdrawal,  cuts,  fear,  injury,  fractures,  swelling, 
and  others,  including  alcohol  and  drug  abuse. 

8)  Professionals  identified  symptoms  of  child  ne- 
glect to  be  appearance,  malnutrition,  emotional 
stability,  recurrent  illness,  lack  of  supervision 
and  lack  of  affection. 

9)  Professionals  believe  that  alcohol  abuse  is  def- 
initely a contributing  factor  in  the  syndrome. 

10)  About  one-fourth  of  the  community  respond- 
ents did  not  know  where  they  could  report  child 
abuse/neglect,  and  if  they  did  know,  they  were 
most  likely  to  call  the  police  department. 
Professionals  most  often  refer  cases  to  the  De- 
partment of  Social  Services. 

1 1 ) Almost  one-half  of  the  community  respondents 
could  not  list  any  occupations  whose  legal  re- 
quirements included  the  reporting  of  child 
abuse/neglect,  and  of  those  listed,  they  primarily 
identified  physicians,  teachers,  law  enforcement 
personnel  and  social  workers. 

1 2)  When  professionals  checked  various  listed  oc- 
cupations to  indicate  which  ones  were  legally 
required  to  report  child  abuse,  they  usually 
checked  the  correct  occupations.  However,  their 
true  knowledge  of  the  legal  requirements  may 
be  questioned  because  46%  to  70%  also  checked 
incorrect  occupations. 

13)  Most  community  respondents  believe  there  is 
some  child  abuse  in  the  area,  and  most  profes- 
sionals indicated  that  child  abuse  was  a very 
serious  problem,  but  they  didn’t  know  how 
common  sexual  abuse  was. 

14)  Almost  three-quarters  of  the  community  re- 
spondents indicated  they  had  never  reported 
child  abuse,  and  of  the  situations  where  they 
thought  an  investigation  should  be  made,  “im- 
proper parental  care”  was  the  reason  most 
commonly  given. 

1 5)  Community  respondents  believe  the  main  reason 
people  do  not  report  neglect/abuse  is  because 
“they  don’t  want  to  get  involved,”  but  there 
was  little  consistency  about  whether  or  not  the 
person  reported  would  discover  who  reported 
them  (although  a few  believed  the  investigating 
agency  had  to  tell). 

16)  Most  community  respondents  reported  a will- 
ingness to  report  abuse/neglect. 

17)  The  professionals  generally  reported  a greater 
need  for  training  in  child  abuse/neglect. 

1 8)  Professionals  viewed  the  major  functions  of  the 
Child  Protection  Team  to  be  treatment,  pre- 
vention, education,  advocacy  and  coordination. 
And  the  most  urgent  projects  for  the  Team 
should  be  education  and  public  awareness. 
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No  Treatment  Available 

Doctor  Ronald  Long,  a partner  of  mine  here  at 
the  Brookings  Clinic,  recently  gave  me  a brochure 
entitled  “The  Medical  Aspects  of  Nuclear  War”.  Its 
subject  centered  on  the  devastating  effects  of  nuclear 
war  and  the  fact  that  there  is  no  medical  disaster 
planning  possible  in  the  event  of  such  a war.  It  con- 
tinued its  plea  by  emphasizing  that  there  can  be  no 
winners  anywhere  in  our  world  in  the  event  of  nu- 
clear combat. 

Howard  Hiatt,  M.D.  of  Harvard  School  of  Public 
Health,  has  written  two  excellent  editorials  in  the 
JAMA  in  the  past  fifteen  months  concerning  this 
subject.'  2 Doctor  Hiatt  feels  that  it  is  the  respon- 
sibility of  each  physician  to  spread  the  message  of 
concern  about  nuclear  war  in  our  role  as  personal 
physicians  and  even  in  campaigns  of  public  edu- 
cation similar  to  our  efforts  concerning  the  hazzards 
of  cigarette  smoking. 

John  Hersey  wrote  a description  of  the  damage 
and  devastation  of  the  worlds  first  nuclear  explosion 
August  6th,  1945  in  his  book  “Hiroshima”.  The 
following  paragraph  taken  from  his  book  emphasizes 
the  futility  to  try  to  provide  medical  care  in  the 
event  of  nuclear  war.  “Of  150  doctors  in  the  city, 
65  were  already  dead  and  most  of  the  rest  were 
wounded.  Of  1,780  nurses,  1,654  were  dead  or  too 
badly  hurt  to  work.  In  the  biggest  hospital,  that  of 
the  Red  Cross,  only  6 doctors  out  of  30  were  able 
to  function,  and  only  10  nurses  out  of  more  than 
200.  There  was  one  sole  uninjured  doctor  on  the 
Red  Cross  Hospital  staff.  ...  In  a city  of  245,000, 
nearly  100,000  people  had  been  killed  or  doomed 
at  one  blow;  100,000  more  were  hurt.  At  least  10,000 
of  the  wounded  made  their  way  to  the  best  hospital 
in  town,  which  was  altogether  unequal  to  such  a 
trampling,  since  it  had  only  600  beds,  and  they  all 
had  been  occupied.  The  only  doctor  at  the  Red  Cross 
Hospital  lost  all  sense  of  profession  and  stopped 
working  as  a skillful  surgeon  and  a sympathetic  man; 
he  became  an  automaton,  mechanically  wiping, 
dobbing,  wiping,  dobbing,  wiping.” 

The  Reverend  Tonimoto,  pastor  of  the  Hiroshima 
Methodist  Church,  a survivor  of  the  blast  in  Hi- 
roshima, gave  me  and  my  family  a tour  of  the  ep- 
icenter blast  area  in  Hiroshima  when  we  were  there 
in  1968.  A subject  of  John  Hersey’s  book  and  a 


kind  and  compassionate  man,  he  labored  for  days 
to  help  the  sick  and  the  wounded  after  the  Hiroshima 
blast.  It  is  an  unforgetable  experience  to  contemplate 
the  damage  still  portrayed  in  Hiroshima.  We  then 
traveled  to  Nagasaki  and  were  there  when  the  23rd 
anniversary  memorial  services  were  held  on  August 
9th,  1 968  for  those  who  died  in  the  Nagasaki  bomb- 
ing. It  is  interesting  that  in  1968  the  AABC  (Amer- 
ican Atomic  Bomb  Commission)  was  still 
conducting  research  on  the  long-term  effects  of  the 
bombings  occurring  in  1945. 

It  is  proper  that  we  recognize  the  utter  futility  of 
a third  World  War.  The  bomb  dropped  on  Hiro- 
shima had  the  force  of  15,000  tons  (15  kilotons)  of 
TNT.  Today  there  are  estimated  to  be  between  40 
and  50  thousand  nuclear  devices  in  existence  in  size 
from  1 kiloton  to  20  megatons  (20  million  tons  of 
TNT). 

There  is  an  increasing  concern  of  more  and  more 
physicians  at  each  session  of  the  AMA  House  of 
Delegates  that  I attend,  to  bring  these  concerns  to 
the  attention  of  every  American  physician.  I feel  it 
is  time  that  we  no  longer  hide  behind  the  excuses 
of  disinterest  and  doubt  about  the  possibility  of  fu- 
ture nuclear  war.  We  must  educate  ourselves  and 
our  patients  through  such  sources  as  the  Physicians 
for  Social  Responsibility,4  Doctor  Hiatt1-2  or  by 
reading  books  such  as  John  Hersey’s  “Hiroshima”3. 

We  promote  the  efforts  of  preventive  medicine 
when  we  know  there  is  no  treatment  in  such  con- 
ditions as  rabies,  tetanus  and  communicable  disease. 
Why  not  apply  the  same  efforts  in  the  interest  of 
protecting  human  life  and  the  world,  as  we  know 
it,  by  doing  all  we  can  do  to  “prevent  the  last  ep- 
idemic”.1 


Sincerely, 


Bruce  Lushbough,  M.D.,  President 
South  Dakota  State  Medical  Association 
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SUPER  NEWS:  NEW  DIESEL  POWER 
FOR  THE  SUPERWAGON 


Announcing  a new  economical  diesel 
engine  for  Chevy  Suburban.  For  1982 
Chevy  Suburban  is  available  with  a new 
6.2  Liter  Diesel  engine.  This  engine  has 
been  specifically  designed  for  truck  use  and 
is  rated  at  130  SAE  net  HP.  Just  the  right 
size  for  vehicles  like  the  Suburban.  And 
there  are  no  spark  plugs,  points,  coil  or 
condenser  to  replace.  No  carburetor  to 
worry  about.  If  like  many  automotive 
experts,  you’re  convinced  that  diesel 
power  is  the  power  of  the  future,  enjoy  it 
today.  In  a 1982  Chevy  Suburban. 


power  available,  it’s  sure  to  become  even 
more  popular  when  it  comes  to  trailering. 
A Series  C20  Suburban  with  new  6.2  Liter 
Diesel  and  proper  equipment  can  move  up 
to  13,500  lbs.  including  itself,  passengers, 
cargo  and  the  trailer.  Considerably  more 
than  you  could  move  with  any  ordinary 
wagon. 

A weight-distributing  hitch  platform  for 
trailers  up  to  9500  lbs.  is  available  through 
Chevrolet.  In  addition,  Chevrolet  offers  a 
wide  range  of  trailering  equipment 
including  trailer  wiring  harness.  Optional 
31-  or  40-gallon  fuel  tanks  are  also 
available. 


Chevy  Suburban  and  diesel  power.  A 
great  trailering  combination.  Suburban 
has  long  had  the  reputation  as  a superb 
trailer-hauler.  And  now  with  new  diesel 


Suburban  with  standard  front  seat 


Optional  second  seat  added 


Optional  third  seat  for 
nine-passenger  seating 


Buy  or  lease  the  2WD  or  4WD  Suburban  from 


Frank  Stinson  Chevrolet 

SIOUX  FALLS  605-336-1700  SOUTH  DAKOTA 
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10  SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 


3001  South  Holly  Avenue 
P*  Sioux  Falls,  SD  57105 

MEMBERSHIP  RECRUITMENT 
BRIEFS 

Our  Future  . . . and  Yours 

The  lesson  of  AAFP's  history  and  development 
is  growth.  Through  the  years,  AAFP  continues  in 
the  mainstream  of  medical  organizations,  repre- 
senting nearly  50,000  family  physicians  nationwide, 
still  maintaining  its  rightful  role  as  the  official 
spokesman  for  family  practice  and  family  physicians. 
Thirty  years  of  growth. 

Certainly  times  have  changed,  but  the  Academy, 
although  the  nation’s  largest  medical  specialty  so- 
ciety, remains  responsive  to  the  needs  of  its  phy- 
sician members. 

Stop  and  consider.  What  other  organization  can 
a family  physician  depend  on  to: 

• continually  strive  for  the  right  of  family  physicians 
to  practice  the  type  of  medicine  for  which  they 
are  trained  and  have  demonstrated  competence 
and  experience  . . . including  hospital  privileges 
. . . and 

• continually  monitor  legislation  (through  its  Wash- 
ington office)  affecting  family  practice  and  the 
family  physician  . . . and 

• continually  work  with  third-party  payers  for  equal 
fees  for  equal  services  even  to  the  point  of  sup- 
porting legal  action  in  some  instances  to  eliminate 
such  fee  discrimination. 

FAMILY  HEALTH 
FOUNDATION  OF  AMERICA 

The  Formative  Years 

Soon  after  the  formation  of  the  American  Academy  of  General 
Practice  in  1 947,  the  members  of  that  organization  became  aware 
of  the  need  for  a free-standing  foundation  capable  of  implementing 
a broad  scope  of  activities— all  aimed  at  improving  the  health 
care  of  the  American  public  through  constant  broadening  of  the 
clinical  and  academic  foundations  of  family  medicine. 

The  FHFA  has  a proven  record  of  service.  Some  highlights: 

• In  the  60s,  it  sponsored  strategic  informational  conferences 
which  gave  impetus  to  the  budding  family  practice  movement. 

• FHFA  grants  furnished  “seed  money”  to  start  and  implement 
dozens  of  family  practice  residency  programs  before  other 
funding  was  available. 

• The  Foundation  helped  the  American  Board  of  Family  Prac- 
tice get  started  on  a sound  financial  footing. 


• At  a time  when  inter-specialty  rivalries  threatened  to  slow 
progress  in  delivering  primary  health  care,  the  Foundation 
sponsored  the  1976  Conference,  “A  Time  for  Cooperative 
Effort.” 

• In  April,  1978,  the  Foundation  sponsored  a “think  tank” 
retreat  for  representatives  of  the  major  family  practice  or- 
ganizations including  the  American  Academy  of  Family 
Physicians,  the  American  Board  of  Family  Practice,  the  So- 
ciety of  Teachers  of  Family  Medicine  and  the  Foundation. 

In  1980,  FHFA  took  an  organizational  “quantum  jump”  with 
the  establishment  of  a full-time  executive  office  and  the  recruit- 
ment of  a full-time  executive  officer. 

Current  Interests  and  Activities  . . . 

• Support  activities  which  encourage  medical  students  to  pursue 
family  practice  as  their  intended  specialty  in  sufficient  num- 
bers to  meet  the  family  practice  manpower  needs  throughout 
the  country. 

• Support  activities  which  enhance  the  educational  preparation 
and  training  of  prospective  family  physicians  at  the  under- 
graduate and  graduate  levels. 

• Support  activities  which  maintain  the  educational  excellence 
of  family  physicians  throughout  their  practice  experience. 

• Support  research  activities  in  family  practice  which  ultimately 
will  result  in  improved  patient  care. 

In  addition  to  the  above,  FHFA  is  also  active  in: 

• Development  of  the  Herb  L.  Huffington,  M.D.,  Memorial 
Library,  The  National  Information  Resource  Center  for 
Family  Practice. 

Future  Challenges 
and  Opportunities 

FHFA  Trustees  are  convinced  that  the  nature  and  tax-exempt 
status  of  the  Foundation  provides  the  family  practice  movement 
with  a natural  and  vital  organizational  ally  to  successfully  meet 
many  of  the  challenges  and  opportunities  family  physicians  face 
in  the  years  ahead. 

We  Need  Your  Help 

Much  of  our  success  to  date  has  been  made  possible  through 
the  generosity  of  individual  contributors.  To  continue  to  suc- 
cessfully meet  our  stated  objectives,  we  need  to  secure  significant 
financial  and  moral  support  from  family  physicians  and  supporters 
of  the  family  practice  movement. 

Just  knowing  you  have  made  a contribution  in  support  of  the 
family  practice  movement  should  become  a great  source  of  per- 
sonal satisfaction.  In  addition,  your  contribution  to  FHFA  is  tax 
deductible:  FHFA  is  classified  by  the  Internal  Revenue  Service 
as  a "501(C)(3)”  organization.  Gifts  are  regarded  as  charitable 
contributions  to  a public  foundation.  Gifts  should  be  directed 
to: 

FAMILY  HEALTH  FOUNDATION  OF  AMERICA 
1740  W.  92nd  Street 
Kansas  City,  Missouri  64114 
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ANNUAL  AND  BIANNUAL  LEASING  OF  ALL  MAKES  OF  AUTOMOBILES 

LEASING  IS  NOT  FOR  EVERYONE,  BUT  MEDICAL 
PEOPLE  ARE  OUR  SPECIALTY.  ALL  MAKES  OF 
AUTOS,  TRUCKS,  4 WHEELERS.  VARIOUS  PLANS 
TO  FIT  YOUR  NEEDS  OR  THE  PROFESSIONAL 
GROUPS  WITH  WHOM  YOU  ARE  ASSOCIATED. 
REFERENCES  ARE  GLADLY  FURNISHED  AND  WE 
WILL  WORK  WITH  YOUR  ACCOUNTANTS. 

3401  WEST  41  st  STREET 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 

PHONE  336-38 18 

C.  H.  "Chuck"  Point,  Mgr.  Home  phone  336-3168 


THE  SOUTH  DAKOTA  JOURNAL 
OF  MEDICINE 

Journal  of  Medicine,  608  West  Avenue,  North,  Sioux  Falls,  SD 
Subscription  S10.00  per  year  $1.50  per  copy 

Foreign  $15.00 


CONTRIBUTORS 

ORIGINAL  MANUSCRIPTS:  Material  appearing  in  all  pub- 
lications of  the  Journal  of  Medicine  should  be  typewritten,  dou- 
ble-spaced and  the  original  copy,  not  the  carbon  should  be  sub- 
mitted. An  abstract  of  100-200  words  should  accompany  each 
scientific  article.  Footnotes  should  conform  with  the  require- 
ments for  manuscripts,  and  each  manuscript  should  include  the 
name  of  the  author,  title  of  article  and  the  location  of  the  author. 
The  used  manuscript  is  not  returned  but  every  effort  will  be 
made  to  return  manuscripts  not  accepted  or  published  by  the 
Journal  of  Medicine.  Articles  are  accepted  for  publication  on 
condition  they  are  contributed  solely  to  this  Journal. 


ILLUSTRATIONS:  Satisfactory  photographs  or  drawings  are 
supplied  by  the  author.  Each  illustration,  table,  etc.,  should  bear 
the  author’s  name  on  the  back.  Photographs  should  be  clear  and 
distinct.  Drawings  should  be  made  in  black  India  ink  on  white 
paper.  Used  illustrations  are  returned  after  publication  if  re- 
quested. 


/ BEING  A PHYSICIAN 
I AND  A BUSINESSMAN  IS 
I LIKE  REMOVING  GALLSTONES 
WITH  A SPOON... 


it’s  not  a very  good  idea.  But  today,  modern  busi- 
ness dictates  that  physicians  with  their  own  prac- 
tices spend  a great  percentage  of  time  as 
businessmen  ...  at  the  expense  of  their  job. 


We  provide  you  with  an  environment  serving  a 
purpose:  practicing  medicine.  No  salesmen  or 
accountants  calling,  no  books  to  balance  and  no 
late  hours.  You  concentrate  on  practicing  medicine 
with  a health  care  system  that’s  one  of  tne  finest  in 
the  world.  You'll  work  in  modern,  well-equipped 
hospitals  and  clinics  with  the  most  up-to-aate 
technology. 

Also  included  are  excellent  programs  of  com- 
pensation, opportunities  for  professional  growth 
and  specialization,  30  days  vacation  with  pay  each 
year,  full  medical  and  dental  care  and  more. 


With  the  Air  Force,  we  want  you  to  do  one  thing: 
practice  medicine.  We  would  like  to  provide  you 
with  more  information  on  Air  Force  medicine. 


Terry  Thompson 
619  W.  11th  Street 
Sioux  Falls,  South  Dakota 
57104 


Call  Collect: 
605/334-4393 


M21 


A great  way  of  life. 


605/336-1155 

605/342-2773 

712/252-0505 


FOR  THE  DIABETIC 

The  glucometer  is  for  the  diabetic  patient, 
who  wants  to  know  his  or  her  blood  glucose 
level. 

The  glucometer,  a small,  lightweight, 
portable,  battery-operated,  calibrated, 
instrument  measures  quantitatively  the  glucose 
in  whole  blood.  It  is  used  with  Dextrostix 
Reagent  Strips. 

Call  Kreiser's  Surgical  and  we  will  help  you. 


21st  and  Minnesota,  Sioux  Falls,  S.D. 
219  Omaha,  Rapid  City,  S.D. 

1723  Geneva,  Sioux  City,  Iowa 


im* 

for  your  home  health  care  needs 
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This  Is  Your  Medical  Association 


The  community  of  Mitchell  has  added  five  specialist 
physicians.  Charles  Flohr,  M.D.,  radiologist,  is  a 
graduate  of  the  University  of  Nebraska  Medical 
School  and  completed  his  residency  at  the  U.  of 
Nebraska  Medical  Center  in  Omaha.  Tim  Judge, 
M.D.,  an  internal  medicine  specialist,  is  a graduate 
of  the  University  of  Missouri  School  of  Medicine 
and  completed  his  residency  at  the  University  of 
Nebraska  in  Omaha.  He  has  joined  Robert  Dappen, 
M.D.  in  the  practice  of  medicine.  Jerome  Howe, 
M.D.,  a general  surgeon  practicing  in  association 
with  Michael  Haley,  M.D.,  is  a graduate  of  the 
University  of  Nebraska  Medical  School  and  com- 
pleted his  residency  at  the  U.  of  Nebraska  Medical 
Center.  James  Kemp,  M.D.,  pediatrician,  is  a grad- 
uate of  Creighton  University  Medical  School  and 
completed  his  residency  at  Baylor  University, 
Houston,  Texas.  He  was  employed  with  the  Indian 
Health  Service  in  Pine  Ridge  and  Rapid  City  prior 
to  joining  William  Stephens,  M.D.  in  Mitchell. 
Laura  Hays,  M.D.,  an  anesthesiologist,  is  a graduate 
of  the  University  of  Nebraska  Medical  School  and 
completed  her  specialty  training  at  the  U.  of  Ne- 
braska Medical  Center. 

k k k k 

The  Medical  Clinic,  Yankton,  announced  the  as- 
sociation of  Dale  Gunderson,  M.D.,  otolaryngologist. 
He  is  a graduate  of  the  University  of  South  Dakota 
School  of  Medicine  and  completed  his  residency  at 
the  University  of  Texas  Southwestern  Medical 
School,  Dallas,  Texas. 


YOUR  CONTRIBUTION 
IS  NEEDED  TO  THE 
SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT  FUND 


Roscoe  Dean,  M.D.,  Wessington  Springs,  was  se- 
lected to  serve  on  the  South  Dakota  Committee  on 
the  Humanities  for  a three  year  term.  This  com- 
mittee conducts  public  humanities  activities 
throughout  the  state  under  a grant  from  the  National 
Endowment  for  the  Humanities. 

k k k k 

Dean  Charles  Hollerman,  USDSM,  presented  a 
special  resolution  to  C.  B.  McVay,  M.D.,  Yankton, 
decreeing  him  professor  emeritus.  Dr.  McVay  served 
as  head  of  the  surgical  residency  program  at  Sacred 
Heart  Hospital  for  many  years  and  as  a member  of 
the  USDSM  faculty  for  35  years. 

k k k k 

Charles  L.  Pelton,  M.D.,  Aberdeen,  has  been  ac- 
cepted as  a Fellow  of  the  International  Council  on 
Sex  Education  and  Parenthood. 

k k k k 

John  P.  Booth,  M.D.  has  joined  the  Mobridge  Med- 
ical Clinic  specializing  in  family  practice.  He  is  a 
graduate  of  the  University  of  Alabama  School  of 
Medicine  and  completed  his  residency  training  at 
Eisenhower  Army  Medical  Center,  Fort  Gordon, 
Georgia.  He  is  board  certified  in  family  practice. 

k k k k 

Verdayne  R.  Brandenburg,  M.D.  will  be  joining  the 
Dept,  of  Family  Practice  at  the  Central  Plains  Clinic 
in  Sioux  Falls.  Dr.  Brandenburg  received  his  M.D. 
degree  from  the  University  of  South  Dakota  School 
of  Medicine  in  1978.  After  interning  at  Sioux  Valley 
Hospital,  in  Sioux  Falls,  he  went  on  to  attend  the 
Family  Practice  Residency  program  in  Sioux  Falls 
which  he  has  just  completed. 

k k k k 

Two  physicians  have  joined  the  Brown  Clinic  in 
Watertown.  Kenneth  Engelhart,  M.D.  is  a graduate 
of  Tulane  University  School  of  Medicine  and  com- 
pleted his  residency  in  internal  medicine  at  the  Mayo 
Clinic,  Rochester,  Minnesota,  prior  to  establishing 
his  practice  in  Watertown.  Clark  Likness,  M.D.  is 
a family  practice  physician  who  graduated  from  the 
University  of  South  Dakota  School  of  Medicine  and 
completed  his  residency  at  the  Family  Practice  Cen- 
ter, Sioux  Falls. 
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REMEMBER  THE  ENDOWMENT  ASSOCIATION! 


Name  the  South  Dakota  Medical  School  Endowment 

Association  as  the  beneficiary  of  a life 

insurance  policy 


Your  contributions 
and  assistance  will 
benefit  the  USD  School 
of  Medicine  and  its 
students. 


South  Dakota  Medical  School  Endowment  Association 
608  West  Avenue,  North 
Sioux  Falls,  SD  57104 


There’s  more  to 

Z YLOPRIM 

than  (allopurinol). 


■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 

■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 


■ Patient  compliance  pamphlets  available 

■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 


Write  “D.A.  W.,  ” “No  Sub,  ” or  “Medically  Necessary,  ” 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


uproren 


compare  the  analgesic  effect 

A Motrin  400  mg  dose  relieved  postsurgical  dental  pain  as  effectively  as  a combination 
of 650  mg  aspirin  and  60  mg  codeine  (twoaspirin-with-codeine  No.  3 tablets)  in  a study  of  129  patients. 

In  this  double-blind,  placebo-controlled,  randomized  study,  no  statistically  significant  difference 
in  relief  of  pain  was  noted  at  1, 2,  and  4 hours  between  the  Motn'n  and  aspirin-with-codeine  groups . . . 
with  Motrin  being  significantly  more  effective  (p  = 0.03)  at  the  three-hour  interval. 

Active  treatment  was  significantly  more  effective  (p<  0.0001)  than  placebo  at  all  time  intervals. 


Comparison  of  pain  relief 

Motrin  vs  aspirin-codeine  combination 

4 = Excellent  relief  3 = Good  relief  2 = Fair  relief  1 = Poor  relief  0 = No  relief 

4 

S Motrin  400  mg 

g_  HH  Aspirin  650  mg  plus  codeine  60  mg 


Time  after  drug  administration  (hours)  Data  on  file  at  The  Upjohn  Company. 


One  tablet  q4-6h  prn 
For  relief  of  mild  to  moderate  pain: 

Motrin  400 

ibuprofen, 


TABLETS 


• Not  a narcotic  • Not  addictive  • Not  habit  forming  • Nonscheduled 
•Acts  peripherally  • Relieves  pain  rapidly  • Relieves  inflammation  • Indicated 
in  acute  and  chronic  pain  • Well  tolerated  (The  most  common  side  effect 
with  Motrin  is  mild  gastrointestinal  disturbance.) 


Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


SVtotrin0  obuprofen) 

now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 


Motrin"  Tablets (ibuprofen,  Upjohn) 

Indications  and  Usage:  Relief  of  mild  to  moderate  pain. 

Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis  and  osteoarthritis  during 
acute  flares  and  in  long-term  management.  Safety  and  efficacy  have  not  been  estab- 
lished in  Functional  Class  IV  rheumatoid  arthritis. 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogemc 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation 
Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added 
Drug  interactions.  Aspirin:  Used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarin:  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  nor  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  /% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea,*  epigastric  pain,*  heartburn; 
diarrhea,  abdominal  distress,  nauseaand  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence)  Central  Nervous  System: 
Dizziness,  headache,  nervousness.  Dermatologic:  Rash*  (including  maculopapular 
type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite,  edema,  fluid 
retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS). 

"Incidence  3%  to  9%. 

Incidence  less  than  I in  WO 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS)  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias,  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  ana  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial 
Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis,  including 
flares  of  chronic  disease;  Suggested  dosage  is  300,  400,  or  600  mg  t i d,  or  q.i.d. 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as  necessary  tor  relief  of  pain. 

Do  not  exceed  2400  mg  per  day. 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 

For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 
package  insert. 
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THE  UPJOHN  COMPANY 
Kalamazoo,  Michigan  49001  USA 
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r 's  a myth  that  arthritis  is  just 
the  minor  aches  and  pains  of 
old  age.  It's  a major  crippler 
that  attacks.  Anybody.  Anytime. 

31  million  Americans  have  it.  There 
are  almost  a million  new  cases  a year. 
And  six  out  of  ten  are  under  60. 
Symptoms  can  come  and  go  for 
years.  So  if  you  don't  know  the 
warning  signals,  find  out.  If  you'd  like 
information  that  could  help  you  — or 
you'd  like  to  help  us 
write  to  the  Arthritis 
Foundation,  Box 
19000,  Atlanta, 

GA  30326. 
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Medicine 


Nuclear  Cardiology — Part  I 


W.  A.  Boade,  M.D.* 


ABSTRACT 

First  pass  isotope  evaluation  of  cardiac  function 
performed  on  a multi-crystal  7-camera  with  com- 
puter provides  reliable  data,  is  quite  versatile,  and 
is  non-invasive.  The  technique  enables  the  compar- 
ison of  rest  and  exercise  parameters  of  cardiac  func- 
tion to  determine  the  presence  or  extent  of  CAD  or 

The  application  of  isotopic  techniques  to  the  study 
of  cardiac  diseases  has  developed  rather  rapidly  over 
the  past  five  years.  The  techniques  can  be  separated 
generally  into  two  groups:  dynamic  and  static.  The 
dynamic  studies  consist  of  techniques  used  to  eval- 
uate ventricular  function,  i.e.,  first  past  studies  and 
gated  blood  pool  imaging.  These  procedures  allow 
the  clinician  to  see  how  effective  the  ventricule  is 
as  a pump  both  at  rest  and  with  exercise  or  with 
drug  intervention.  The  static  techniques  define  more 
anatomic  characteristics  plus  determining  areas  of 
infarction,  ischemia  or  normalcy. 

The  dynamic  category  of  isotopic  cardiac  eval- 
uation, specifically  the  first  pass  technique,  will  be 
the  initial  topic  of  discussion. 

First  Pass  Technique  of  Cardiac  Evaluation 

The  technique  of  evaluating  coronary  artery  dis- 
ease patients  with  the  isotope  first  pass  method  has 
been  used  for  a number  of  years.  Only  in  the  recent 
past  has  the  computer  and  electronic  technology  al- 
lowed interested  physicians  to  obtain  even  greater 
amounts  of  information  concerning  heart  function. 


‘Pathologist,  Nuclear  Physician,  Laboratory  of  Clinical  Medicine 
and  Sioux  Valley  Hospital,  Sioux  Falls,  SD. 


the  degree  of  ventricular  compromise  with  valvular 
heart  disease.  Studies  to  determine  cardiac  effects 
of  chronic  obstructive  pulmonary  disease  with  or 
without  exercise  can  be  performed.  Also,  evaluation 
of  congential  cardiac  disease  is  readily  available. 
Cardiotoxicity  of  certain  chemotherapeutic  agents 
can  be  determined. 

Equipment 

T wo  types  of  isotope  detector  (cameras)  are  avail- 
able. The  first  of  these  is  the  single  crystal  7-camera. 
This  is  the  standard  instrument  of  all  nuclear  med- 
icine departments.  It  consists  of  a large  (12-15  inch 
in  diameter)  disc-shaped  Nal  crystal  with  37  PM 
(photomultiplier)  tubes  behind  it.  The  single  crystal 
camera’s  limitation  in  dynamic  studies  is  its  limited 
recognition  of  counts  (to  60,000  per  second).  This 
fact  makes  first  pass  evaluation  difficult. 

The  second  type  of  instrument  is  the  multicrystal 
camera  which  can  accumulate  to  approximately 
450,000  counts/sec.  This  improves  the  statistics  re- 
sulting in  reproducible  and  accurate  images.  This 
system  is  a mosaic  of  294  crystals  of  Nal  coupled 
with  35  PM  tubes  equiped  with  a high  sensitivity 
parallel  hole  collimator.  The  usual  25  mCi  dose  of 
99m  Tc  results  in  450,000  counts/sec.  in  the  overall 
image  and  a count  density  of  approximately  500 
counts/cm2  in  the  left  ventricle.  With  a single  crystal 
camera  equipped  with  a general  purpose  collimator 
only  50-100  counts/cm2  can  be  detected.1 

Technique 

The  First  Pass  Technique  utilitizes  99m  Tech- 
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netium  (99m  Tc).  This  material  is  a short  lived  (half 
life  of  6 hours),  low  energy  ( 1 40  KEY)  isotope  which 
is  rapidly  excreted  by  the  kidneys.  This  allows  de- 
terminations to  be  made  with  minimal  radiation 
exposure  to  the  patient.  Approximately  20  mCi  99m 
Tc  intravenously  is  administered  into  the  antecubital 
or  external  jugular  veins  through  a fairly  large  bore 
cannula  (16  gauge).  This  dose  must  be  in  a small 
volume  (less  than  0.5  cc).  A saline  flush  follows 
which  rapidly  moves  the  99m  Tc  dose  to  the  right 
heart  region. 

Cardiovascular  Physiologic  Parameters  Measured 

Measurement  of  global  left  ventricular  end-dia- 
stolic  and  end-systolic  volumes  is  accomplished  by 
area-length  formulas.  From  these  values  the  stroke 
volume  and  ejection  fraction  values  are  determined.2 

Diastole:  Relaxed  ventricle,  approximately  150 
cc  (EDV:  end-diastolic  volume). 

Systole:  Contracted  ventricle,  approximately  50 
cc  (ESV:  end-systolic  volume). 

Stroke  Volume  (SV):  Amount  of  blood  pumped 
out  with  each  contraction,  approximately  100  cc. 

Ejection  Fraction  (EF):3  EDV-ESV  = EF  (%) 

EDV 

150-50  = 66% 

150 

Normal  55-75% 

Wall  Motion:  The  degree  to  which  the  ventricular 
wall  moves  with  each  contraction  can  be  determined 
by  superimposing  end-diastole  over  end-systole. 
Normally  there  is  symmetrical  motion  of  the  left 
ventricle  from  diastole  to  systole.  Lessening  of  this 
motion  is  termed  hypokinis.  When  there  is  “bulging” 
of  the  left  ventricular  wall  with  systole,  this  is  termed 
paradoxical  motion  and  indicates  the  presence  of  a 
ventricular  aneurysm  (see  Diagram  I). 

Regional  Ejection  Fraction  Image  (REFI):  This 
image  shows  the  changes  in  radioactivity  in  the  left 
ventricle  from  diastole  to  systole.  The  changes  are 
color  coded  from  regions  of  greatest  change  to  re- 
gions of  lesser  change  shown  as  different  colors  (see 
Figure  #1).  The  color  code  from  greatest  change  to 
least  change  are  as  follows: 

Yellow-greatest  change 

Red 

Pink 

Purple 

Blue 

White 

Aqua-least  change 

If  the  change  of  radioactivity  is  not  in  a downward 
direction  (lessening)  but  rather  increases  from  dias- 
tole to  systole,  this  is  indicated  by  the  color  black 
and  usually  means  a ventricular  aneurysm  is  present 
(see  Figure  #3). 


Clinical  Applications 

Coronary  Artery  Disease:  The  first  pass  method  is 
particularly  well  suited  to  study  left  ventricular  per- 
formance during  exercise  stress  in  coronary  artery 
disease.  The  normal  response  to  bicycle  exercise  is 
an  absolute  increase  of  at  least  5%  in  left  ventricular 
ejection  fraction  and  a decrease  in  end  systolic  vol- 
ume. In  patients  with  coronary  disease  the  left  ven- 
tricular ejection  fraction  generally  falls  or  remains 
the  same  with  submaximal  bicycle  stress  and  the 
ventricular  chamber  dilates.  This  abnormal  global 
response  usually  is  associated  with  development  of 
abnormal  segmental  wall  motion.1  4 5 

The  overall  sensitivity  of  rest  and  exercise  radio- 
nuclide left  ventricular  function  studies  for  detection 
of  coronary  artery  disease  is  in  the  region  of  90% 
or  more.4 

Rest  and  exercise  left  ventricular  function  studies 
have  also  been  performed  on  a select  group  of  pa- 
tients with  chest  pain,  ECG  evidence  of  ischemia 
during  exercise  and  angiographically  normal  coro- 
naries. Abnormal  left  ventricular  reserve  as  dem- 
onstrated in  9 patients.  Left  ventricular  ejection 
fraction  fell  in  3 patients  and  remained  the  same  in 
6 patients.  These  data  suggest  that  such  patients 
may  have  underlying  cardiac  dysfunction  in  the  ab- 
sence of  epicardial  coronary  artery  stenosis.  The  data 
clearly  have  relevance  to  the  use  of  these  tests  for 
screening  patients  with  coronary  artery  disease.1 

Evaluation  of  LV  performance  during  exercise  has 
been  applied  to  assessment  of  surgical  results. 
Symptomatic  improvement  and  graft  patency  fol- 
lowing coronary  artery  bypass  grafting  have  been 
related  to  normal  left  ventricular  response  during 
exercise  postoperatively.1 

Chronic  Obstructive  Pulmonary  Disease  (COPD): 

The  use  of  right  ventricular  ejection  fraction  to  de- 
termine evidence  of  cor  pulmonale  has  been  studied. 
Of  36  patients  with  COPD,  1 0 had  documented  cor 
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pulmonale.  All  10  patients  with  cor  pulmonale  plus 
9 additional  patients  showed  abnormal  right  ven- 
tricular ejection  fraction  at  rest.  Four  of  the  nine 
developed  decompensated  cor  pulmonale  within  1.5 
years.1 

One  of  the  earliest  circulatory  abnormalities  in 
COPD  is  exercise-induced  pulmonary  artery  hy- 
pertention.  Twenty-four  patients  were  evaluated 
with  submaximal  exercise  and  at  rest.  Abnormal 
right  ventricular  ejection  fraction  in  response  to  ex- 
ercise was  demonstrated  in  20  of  24  patients,  in- 
cluding all  8 with  abnormal  resting  right  ventricular 
ejection  fraction  and  1 2 with  normal  right  ventric- 
ular ejection  fraction.1 

Congenital  Heart  Disease 

Visualization  of  the  passage  of  a 99m  Tc  bolus 
through  the  heart  can  reveal  vena  caval  obstruction, 
right  to  left  shunts,  gross  poststenotic  dilatation  of 
aorta  or  pulmonary  artery.  Quantitation  of  left  to 
right  shunts  requires  computer  evaluation  of  right 
lung  uptake.  Assessment  of  biventricular  perform- 
ance at  rest  and  with  exercise  has  become  important 
in  these  patients,  particularly  postoperative  as  they 
become  adults.1’2 

Acquired  Valvular  Heart  Disease 

Exercise  and  resting  determinations  of  left  ven- 
tricular and  right  ventricular  performance  has  been 
used  to  evaluate  ventricular  dysfunction  in  valvular 
heart  disease.1-2 

Monitoring  Drug-Induced  Cardiotoxicity 

Doxorubicin  (Adriamycin)  therapy  is  limited  by 
its  associated  cardiotoxicity.  Severe  cardiotoxicity 
has  been  defined  as  the  presence  of  congestive  heart 
failure.  This  occurs  with  left  ventricular  ejection 
fraction  of  less  than  30%.  Moderate  cardiotoxicity 
without  CHF  is  defined  as  an  absolute  decrease  in 
ejection  fraction  by  at  least  1 5%  to  an  ejection  frac- 
tion of  less  than  45%.  This  was  predictive  of  sub- 
sequent congestive  heart  failure  if  doxorubicin 
therapy  was  continued.  Mild  toxicity  is  defined  as 
a drop  in  left  ventricular  ejection  fraction  of  10% 
to  an  ejection  fraction  of  above  45%. 

Examples 

1.  This  42-year  old  woman  had  angina  for  2 years. 
A rest  and  exercise  first  pass  isotope  study  showed 


the  following  results: 

Rest  Exercise 

EF  (ejection  fraction)  60%  42% 

EDV  (end  diastolic  volume)  148  ml  205  ml 

ESV  (end  systolic  volume)  59  ml  1 19  ml 

SV  (stroke  volume)  89  ml  86  ml 

CO  (cardiac  output)  8.1  L/min  11.2L/min 


Cl  (cardiac  index)  3.6  L/min/m2  3.2  L/min/m2 


These  values  show  a normal  resting  ventricle  which 
is  of  normal  size.  Exercise  induces  ventricular  en- 
largement along  with  generalized  deterioration  of 
wall  motion,  most  prominent  in  the  apex.  The  ejec- 
tion fraction  falls  significantly  (Figure  1). 

2.  A 38-year  old  male  with  exertional  chest  pain 
underwent  resting  and  nitroglycerin  first  pass  studies. 


The  following  are  his  values: 

Pre-  Post- 

Nitroglycerin  Nitroglycerin 

EF  (ejection  fraction)  51%  62% 

EDV  (end  diastolic  volume)  238  ml  202  ml 

ESV  (end  systolic  volume)  1 10  ml  77  ml 

SV  (stroke  volume)  128  ml  126  ml 

CO  (cardiac  output)  4.9  L/min  5.8  L/min 


Cl  (cardiac  index)  2.4  L/min/m2  2.9  L/min/m2 

There  is  improvement  in  EF  and  a decrease  in  ven- 
tricular size  with  nitroglycerin  administration. 

The  pre-nitroglycerin  wall  motion  study  shows 
generalized  hypokinesis  which  improves  with  ni- 
troglycerin administration  (Figure  2). 

The  above  findings  suggest  coronary  artery  disease 
which  probably  will  respond  to  surgical  intervention 
(coronary  artery  bypass  graft-CABG)  as  evidenced 
by  the  improvement  with  nitroglycerin  administra- 
tion. 

3.  This  same  38-year  old  male  underwent  coronary 
artery  bypass  procedure.  The  following  are  his  post 
bypass  study  results  utilizing  rest  and  exercise  first 
pass  techniques: 


Rest  Exercise 

EF  (ejection  fraction)  66%  85% 

EDV  (end  diastolic  volume)  150  ml  190  ml 

ESV  (end  systolic  volume)  51  ml  28  ml 

SV  (stroke  volume)  99  ml  162  ml 

CO  (cardiac  output)  3.9  L/min  19.4  L/min 


Cl  (cardiac  index)  1.9  L/min/m2  9.5  L/min/m2 

There  is  improvement  markedly  in  ejection  fraction 
(EF)  from  rest  to  exercise,  along  with  decrease  in 
end  systolic  volume  (ESV).  This  is  a normal  re- 
sponse. 

The  resting  wall  motion  study  is  normal  and  with 
exercise  there  is  further  improvement  (Figure  3). 

4.  A 70-year  old  man  had  a history  of  a myocardial 
infarction  one  year  ago.  The  patient  recovered  un- 
eventfully and  did  well  for  6 months.  Thereafter, 
there  was  the  development  of  exertional  dyspnea 
without  pain.  A first  pass  resting  study  was  per- 
formed and  the  values  are  as  follows: 


EF  (ejection  fraction)  18% 

EDV  (end  diastolic  volume)  366ml 

ESV  (end  systolic  volume)  300ml 

SV  (stroke  volume)  66ml 

CO  (cardiac  output)  4.1  L/min 

Cl  (cardiac  index)  2.2L/min/m2 


These  values  show  poor  left  ventricular  function  in 
an  enlarged  left  ventricle. 

The  resting  wall  motion  study  shows  extensive 
hypokinesis  and  dyskinesis,  along  with  an  apical 
area  of  paradoxical  motion  suggesting  ventricular 
aneurysm  (Figure  4). 

5.  This  59-year  old  female  began  to  have  dyspnea 
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Bab  normal: 

diffuse 

myocardopathy 


with  exertion  three  years  prior  to  admission.  The 
symptoms  became  progressively  worse  until  she  was 
unable  to  perform  any  of  her  daily  activities.  She 
sought  medical  consultation.  A resting  first  pass 


study  was  done  and  the  results  are  as  follows: 


EF  (ejection  fraction)  21% 

EDV  (end  diastolic  volume)  208ml 

ESV  (end  systolic  volume)  165ml 

SV  (stroke  volume)  44ml 

CO  (cardiac  output)  3.7ml/min 

Cl  (cardiac  index)  2.2ml/min/m 


2 


These  findings  show  an  enlarged  ventricle  with 
poor  ventricular  function.  The  wall  motion  study 
shows  diffuse  severe  hypokinesis  suggesting  my- 
ocardiopathy  (Figure  5). 
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The  following  is  excerpted  from  the 
September,  1981 , issue  of 
The  Management  Consultant's 
Advisory.  This  is  just  one  of  ten 
articles  appearing  monthly.  The 
Advisory  is  written  and  published 
by  Leif  C.  Beck  of  Management 
Consulting  for  Professionals,  Inc. 
Mr.  Beck  also  authors  a series  of 
articles  appearing  each  month  in 
Pennsylvania  Medicine. 

Scheduling 

TRY  SOME  “WAVE 
SCHEDULING”  TO  KEEP 
PATIENTS  ON  TIME 


Most  doctors'  office  hours  are  on  a so- 
called  "str.eam"  approach  whereby  patients 
are  scheduled  in  equal  intervals  throughout 
each  office  session.  Thus  a doctor  may  be 
committed  to  see  patients  at  9:00,  9:10, 
9:20,  9:30  and  so  on  regardless  of  the  varia- 
tions among  those  patients.  Little  wonder, 
then,  that  late  arrivals  and  time-consuming 
patient  problems  compound  themselves  as 
the  day  progresses 

An  alternative  appointment  approach  is 
known  as  "wave  scheduling."  It  calls  for 
scheduling  a number  of  patients  at  one  time 
and  none  in  the  succeeding  time  slots  on  an 
expectation  that  the  visits  will  average  out  in 
time  usage.  While  some  physicians  and 
staff  members  have  resisted  the  approach 
saying  "It  won't  work  for  us."  we  have  seen 


it  successfully  applied  by  a variety  of 
practices. 

There  is  no  single,  magic  wave  schedule 
appropriate  for  all  offices.  Each  practice, 
and  even  each  doctor  within  the  practice,  is 
different  and  should  create  a schedule  that 
fits  the  circumstances.  Some  elements  of 
the  wave  concept  should  be  useful  to  most 
doctors,  and  efforts  to  find  the  right  patterns 
can  reap  a variety  of  rewards.  Waves  can 
be  used  for  some  hours  of  some  days,  while 
different  waves  or  none  at  all  could  be 
scheduled  for  other  hours  At  any  rate,  there 
is  little  excuse  in  not  experimenting  with  the 
many  possibilities 

One  often  successful  wave  approach 
uses  the  following  guidelines: 

1 . Determine  how  many  patients  can  and 
should  be  seen  in  each  hour  (which 
could  be  different  for  different  hours). 

2.  Schedule  half  of  each  hour's  patients 
at  the  beginning  of  each  hour. 

3.  Spread  the  other  half  of  those  patients 
through  the  second  half  of  the  hour. 

Under  this  guideline,  a doctor  wishing  to  see 
six  patients  in  his  first  morning  hour  might 
have  three  scheduled  for  9 00.  two  at  9:30 
and  one  at  9:45. 


ACTION  NOTE— Try  various  "wave 
scheduling"  approaches  to  make  your 
office  hours  accommodate  patients 
on  time;  set  up  a routine  for  certain 
hours,  evaluate  its  success  and  con- 
tinue experimenting  until  the  most 
effective  pattern  is  developed. 
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1947  C.  W.  Rainy,  M.D. 

1948  C.  H.  Steele,  M.D. 

1949  W.  F.  Stanage,  M.D. 

1950  R.  T.  Orr,  M.D. 


1951  Phyllis  Huffman,  M.D. 

1952  Dennis  J.  Walter,  M.D. 

1953  R.  P.  Bose,  M.D. 

1954  D.  E.  Guenther,  M.D. 

1955  R.  D.  Hockett,  M.D. 

1956  D.  J.  Baltzer,  M.D. 

1957  Lyle  Munneke,  M.D. 

1958  P.  W.  Flynn,  M.D. 

1959  J.  G.  Garrick,  M.D. 

1960  T.  P.  Gormley,  M.D. 

1961  Richard  Porter,  M.D. 

1962  W.  N.  Golliher,  M.D. 

1963  D.  V.  Rousseau,  M.D. 

1964  T.  L.  Looby,  M.D. 
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1966  A.  A.  Lampert,  M.D. 

1967  James  R.  Adams,  Jr.,  M.D. 

1968  C.  L.  Pelton,  M.D. 

1969  James  Giebink,  M.D. 

1970  J.  L.  Peterson,  M.D. 

1971  R.  F.  Schroeckenstein,  M.D. 

1972  Patricia  Lankhorst,  M.D. 

1973  R.  J.  Bury,  M.D. 

1974  Steve  Larson,  M.D. 

1977  R.  A.  Schmaltz,  M.D. 

1978  Robert  Goodhope,  M.D. 

1979  Judith  Gravdal,  M.D. 

1980  Alvin  E.  Wessel,  Jr.,  M.D. 

1981  Daniel  J.  Heinemann,  M.D. 
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Council  Meeting  Highlights 

D 


The  Council  of  the  South  Dakota  State  Medical  As- 
sociation met  on  Saturday,  November  21,  1981  at 
the  Howard  Johnson  Motor  Lodge,  Sioux  Falls, 
South  Dakota.  The  following  are  major  items  of 
business  transacted  at  this  meeting. 

1.  MANDATORY  PREMARITAL  SEROLOGY 
TEST.  The  Council  accepted  the  recommendation 
of  the  Commission  on  Scientific  Medicine  that  the 
SDSMA  not  endorse  continued  mandatory  pre- 
marital serology  testing. 

2.  STUDENT  ATHLETIC  PHYSICAL  EXAMS. 
The  Council  accepted  the  recommendation  of  the 
Commission  on  Legislation  and  Governmental  Re- 
lations that  upon  initiation  into  a school  athletic 
program  and  upon  entering  high  school  students  be 
given  a comprehensive  physical  exam  and  history; 
that  an  annual  questionnaire  be  completed  in  the 
interim  years,  and  if  any  of  the  questions  are  an- 
swered positively,  a re-examination  be  required. 

3.  REVISIONS  IN  THE  PHYSICIAN  ASSIST- 
ANT LAW  AS  PROPOSED  BY  THE  BOARD  OF 
MEDICAL  AND  OSTEOPATHIC  EXAMINERS. 
The  Council  considered  four  proposals  for  change 
in  this  law  and  took  the  following  action: 

A.  TEMPORARY  CERTIFICATION  OF  A 
PHYSICIAN  ASSISTANT.  The  Council 
voted  not  to  endorse  a revision  allowing  tem- 
porary certification  of  physician  assistants. 

B.  BOARD  AUTHORITY  OVER  PLACE- 
MENT AND  SUPERVISION  OF  PHYSI- 
CIAN ASSISTANTS  IN  REMOTE  SITES. 
The  Council  voted  to  endorse  this  revision. 

C.  REQUIRE  THE  EMPLOYING  PHYSICIAN 
TO  APPLY  FOR  CERTIFICATION  OF  THE 
PHYSICIAN  ASSISTANT.  The  Council 
voted  to  endorse  this  revision. 

D.  ALLOW  PHYSICIAN  ASSISTANTS  TO 
ADMINISTER  NON-INVASIVE  X-RAYS. 
The  Council  voted  to  endorse  a revision  al- 
lowing the  physician  assistant  to  take  x-rays; 
however,  a licensed  physician  must  interpret 
these  x-rays  within  a reasonable  period  of 
time. 

4.  REQUEST  FROM  HOSPITAL  ASSOCIATION 
TO  ENDORSE  TWO  LEGISLATIVE  ITEMS. 

A.  DEEMED  STATUS  FOR  JCAH  CERTIFIED 
HOSPITALS.  The  Council  voted  to  endorse 


legislation  which  would  prevent  the  Depart- 
ment of  Health  from  certifying  a hospital 
which  has  received  JCAH  certification. 

B.  HIGHER  THRESHHOLD  ON  CERTIFI- 
CATE OF  NEED  DOLLARS.  The  Council 
stated  that  while  the  SDSMA  opposes  the  con- 
cept of  Certificate  of  Need,  in  particular  for 
physicians"  offices,  the  SDSMA  does  endorse 
the  Hospital  Association's  proposal  for  a 
higher  threshhold  on  Certificate  of  Need  dol- 
lars. 

5.  ALUMNI  ASSOCIATION  AWARDS.  Dr. 
Howard  Saylor,  past  president  of  the  Alumni  As- 
sociation presented  plaques  to  Dr.  G.  E.  Tracy  in 
recognition  of  his  efforts  on  behalf  of  the  Alumni 
Association  as  a member  of  the  Advisory  Committee 
and  as  past  president. 

6.  HONORARY  MEMBERSHIP.  Dr.  M.  C.  Rous- 

seau, Watertown,  and  Dr.  A.  P.  Peeke,  Volga,  were 
voted  honorary  members  of  the  SDSMA.  ■ 
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Future  Meetings 


March 

Refresher  Course  For  The  Family  Physician,  Iowa  Medical  Union, 
U.  of  Iowa,  Iowa  City,  I A,  Mar.  9-12.  Contact:  Univ.  of  Iowa, 
Coll  of  Med.,  Iowa  City,  IA  52242. 


Mayo  Foundation  Outreach  Seminar— Office  Orthopedics, 

McKennan  Hosp.  Aud.,  Sioux  Falls,  SD,  Mar.  12.  Contact: 
Ruth  Muchow,  Ed.  Center  Coordinator,  McKennan  Hosp., 
800  E.  21st  St.,  Sioux  Falls,  SD  57101. 


American  Psychosomatic  Society  Meeting,  Brown  Palace  Hotel, 
Denver,  CO.,  Mar.  25-28.  Contact:  Am.  Psychosomatic  Society, 
265  Nassau  Rd.,  Roosevelt,  NY  11575.  Phone:  (516)  279- 
0191. 


Recurrent  Lung  Disease  In  Childhood:  Asthma,  Bronchitis,  or  ?, 

Hyatt  Regency  Hotel,  Minneapolis,  MN,  Mar.  26.  7 hrs.  AMA 
Category  I credits.  Fee:  $15.  Contact:  CME,  Univ.  of  Minn., 
Box  293  Mayo  Memorial  Bldg.,  420  Delaware  St.,  SE,  Min- 
neapolis, MN  55455.  Phone  (612)  373-8012. 

April 

An  Update  on  Depression:  DST  and  Other  Advances,  U.  of  Minn., 
Coffman  Mem.  Union.  Minneapolis,  MN,  Apr.  2.  7 hrs.  AMA 
Category  1 credits.  Contact:  CME,  Univ.  of  Minn.,  Box  293 
Mayo  Memorial  Bldg..  420  Delaware  St.,  SE,  Minneapolis, 
MN  55455.  Phone  (612)  373-8012. 


Conference  On  Perinatal  Medicine,  Des  Moines,  IA,  Apr.  6-7. 
AMA  Category  1 credits.  Contact:  Richard  M.  Caplan,  M.D., 
Asso.  Dean  for  CME,  U.  of  Iowa  Coll,  of  Med.,  Iowa  City,  IA 
52242. 


Otolaryngology  Clinical  Conference,  U.  of  Iowa,  Iowa  City,  I A, 
Apr.  9.  AMA  Category  I credits.  Contact:  Richard  M.  Caplan, 
M.D.,  Asso.  Dean  for  CME,  U.  of  Iowa  Coll,  of  Med.,  Iowa 
City,  IA  52242. 


Radiation  Therapy  Seminar,  U.  of  Iowa,  Iowa  City,  I A,  Apr.  1 5. 
AMA  Category  I credits.  Contact:  Richard  M.  Caplan,  M.D., 
Asso.  Dean  for  CME,  U.  of  Iowa  Coll,  of  Med.,  Iowa  City,  IA 
52242. 


Mayo  Foundation  Outreach  Seminar— Pediatric  Infectious  Dis- 
ease, McKennan  Hosp.  Aud.,  Sioux  Falls,  SD,  Apr.  16.  6 hrs. 
AAFP  & AMA  Category  I credits.  Cotact:  Ruth  Muchow,  Ed. 
Clr.  Coord.,  McKennan  Hosp.,  800  E.  21st  St„  Sioux  Falls, 
SD  57101  Phone:  (605)  229-8000. 


Iowa  Dermatological  Society  Meeting,  U.  of  Iowa,  Iowa  City, 
I A,  Apr.  16-17.  AMA  Category  I credits.  Contact:  Richard  M. 
Caplan,  M.D.,  Asso.  Dean  for  CME,  U.  of  Iowa  Coll,  of  Med., 
Iowa  City,  IA  52242. 


Surgical  Correction  of  Aphakia,  Holiday  Inn  Central,  Minne- 
apolis, MN,  Apr.  19-20.  Fee:  $240.  14  hrs.  AMA  Category  I 
credits.  Contact:  CME.  Univ.  of  Minn.,  Box  293  Mayo  Me- 
morial Bldg.,  420  Delaware  St.,  SE,  Minneapolis,  MN  55455 
Phone (612)  373-8012. 

Annual  Allergy/Immunology  Course,  Apr.  29-May  1.17  hrs.  AMA 
Category  I credits.  Contact:  CME,  Univ.  of  Minn.,  Box  293 
Mayo  Memorial  Bldg..  420  Delaware  St.,  SE,  Minneapolis, 
MN  55455.  Phone  (612)  373-8012. 

Health  Care  Labor  Law  Seminars,  Vista  Internat'l.,  New  York, 
NY,  Apr.  30.  Fee:  $ 1 20.  Contact:  Am.  Society  of  Law  & Med., 
765  Commonwealth  Ave..  1 6th  FI.,  Boston,  M A 022 1 5.  Phone: 
(617)  262-4990. 


May 

New  Developments  In  The  Diagnosis  And  Treatment  of  Ven- 
tricular Arrhythmias,  Alameda  Plaza  Hotel,  Kansas  City,  MO, 
May  3-4.  AMA  Category  I credits.  Fee:  $300.  Contact:  Office 
of  CME,  Univ.  of  Kansas  Coll,  of  Health  Scien.  & Hosp., 
Rainbow  at  Olathe  Blvd.,  Kansas  City,  KS  66103.  Phone:  (913) 
588-4488. 

Postgraduate  Conference  On  Obstetrics  And  Gynecology:  Gy- 
necologic Surgery,  Univ.  of  Iowa  Hosp.  and  Clinics,  Iowa  City, 
IA,  May  3-4.  AMA  Category  I credits.  Contact:  Richard  M. 
Caplan,  M.D.,  Assoc.  Dean  for  CME,  Univ.  of  Iowa  College 
of  Med.,  Iowa  City,  IA  52242. 

Cardiology  Today,  Univ.  of  Iowa  Hosp.  and  Clinics,  Iowa  City, 
IA,  May  3-7.  AMA  Category  I credits.  Contact:  Richard  M. 
Caplan.  M.D.,  Assoc.  Dean  for  CME,  Univ.  of  Iowa  College 
of  Med.,  Iowa  City,  IA  52242. 

Midwest  Conference  on  Geriatrics,  Univ.  of  Iowa  Hosp.  and 
Clinics,  Iowa  City,  IA.  May  6-7.  AMA  Category  I credits. 
Contact:  Richard  M.  Caplan,  M.D.,  Assoc.  Dean  for  CME, 
Univ.  of  Iowa  College  of  Med.,  Iowa  City,  IA  52242. 

Otolaryngology  Clinical  Conference,  Univ.  of  Iowa  Hosp.  and 
Clinics.  Iowa  City,  I A.  May  14.  AMA  Category  I credits.  Con- 
tact: Richard  M.  Caplan.  M.D.,  Assoc.  Dean  for  CME,  Univ. 
of  Iowa  College  of  Med..  Iowa  City,  IA  52242. 

The  Fifth  International  Symposium  On  The  Prevention  And  De- 
tection Of  Cancer,  Sao  Paulo,  Brazil,  May  1 6-20.  AMA  Category 
I credits.  Contact:  Medical  Congress  Coord.  Dept.,  1212  Ave. 
of  the  Americas,  New  York,  NY  10036.  Phone:  (212)  840- 
01  10. 

Financial  Planning  For  Physicians,  Downtown  Marriot  Hotel, 

Denver,  CO,  May  24-25.  Fee:  $200.00.  Contact:  Office  of  Post- 
grad. Medical  Education.  4200  E.  Ninth  Ave.,  Box  C-295, 
Denver,  CO  80262.  Phone:  (303)  394-5241. 

Behavioral  Neurology,  Univ.  of  Iowa  Hosp.  and  Clinics,  Iowa 
City,  IA,  May  26-28.  AMA  Category  I credits.  Contact:  Richard 
M.  Caplan,  M.D.,  Assoc.  Dean  for  CME,  Univ.  of  Iowa  College 
of  Med.,  Iowa  City,  IA  52242. 
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Dissolution  of  Retained  Common  Bile 
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Clinicopathological  Conference 
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Three  important  products 
from  Dista 


Nalfoii  200 

fenoprofen  calcium 


200-mg*  Pulvules® 


Nolfon 

fenoprofen  calcium 


300-mg*  Pulvules 
600-mg*  Tablets 


Keflex 

cephalexin 


250  and  500-mg  Pulvules 

125  and  250-mg  Oral  Suspensions 


‘Present  as  230. 6 mg.  345. 9 mg.  and  691  8 mg  of  the  calcium  salt  of  fenoprofen  dihydrate  equivalent  to  200 
mg.  300  mg.  and  600  mg  fenoprofen  respectively 


Additional  information  available  to  the  profession  on  request. 


JD  □I5TA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
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U KNOW  ITS  REALLY 
X1ETY  SYMPTOMS 


BH  presenting  symptoms:  palpitations,  chest  pain, 
phronic  exhaustion  and  occasional  difficulties  in  breathing. 
[.Good  reason  for  concern.  A complete  workup  uncovers  no 
Organic  dysfunction,  but  it  does  reveal  excessively  high 
evels  of  anxiety  and  apprehension. 


IHItbr  rapid  relief  you  prescribe 
Valium  (diazepam/rcocne) 


At  times  like  this,  Valium  (diazepam/Roche)  can  be  a 
potent  therapeutic  ally.  It  works  promptly.  Within  just  a few 
hours,  the  patient  begins  to  feel  calmer.  And  in  a few 'days, 
anxiety  relief  not  only  becomes  more  pronounced  but  a 
noticeable  reduction  in  anxiety-generated  somatic  symp- 
toms also  occurs. 

Equally  important,  Valium  is  generally  well  tolerated. 
Side  reactions  more  serious  than  drowsiness,  ataxia  and 
fatigue  are  rare.  Patients  should,  of  course,  be  cautioned 
against  driving  or  drinking  alcohol  while  on  Valium  therapy. 
Periodic  reassessment  of  the  need  for  antianxiety  medica- 
tion should  also  be  performed. 


Valium 


dtazepam/Roche 


2-mg,  5-mg,  10-mg  scored  tablets 

BECAUSE  YOU’RE  CONVINCED 
THE  PATIENT  NEEDS  IT 


summary  of  product  information  on  the  following  page 
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VALlUM(diazepam/Roche) 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety.  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal:  ad- 
junctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syndrome;  con- 
vulsive disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies.  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma;  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures.  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants. Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use,  generally  at  higher  therapeutic  levels,  for  at  least 
several  months.  After  extended  therapy,  gradually  taper 
dosage.  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines,  nar- 
cotics. barbiturates,  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action.  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation. 

The  clearance  of  Valium  and  certain  other  benzodiaz- 
epines can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration.  The  clinical  significance 
of  this  is  unclear 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  b i d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in 
first  24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed; 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive  disorders,  2 to  10  mg 
b i d.  to  q.i.d.  Geriatric  or  debilitated  patients:  2 to  2'/2 
mg,  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated.  (See  Precautions.)  Children:  1 to  2'/2  mg  t.i.d. 
or  q.i.d.  initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months). 

How  Supplied:  For  oral  administration,  Valium  scored 
tablets — 2 mg,  white;  5 mg,  yellow;  10  mg,  blue — 
bottles  of  100*  and  500;*  Prescription  Paks  of  50, 
available  in  trays  of  10  * Tel-E-Dose®  packages  of  100, 
available  in  trays  of  4 reverse-numbered  boxes  of  25, t 
and  in  boxes  containing  10  strips  of  10.i' 

*Supplied  by  Roche  Products  Inc.,  Manati,  Puerto 
Rico  00701 

fSupplied  by  Roche  Laboratories.  Division  of 
Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110 


ROCHE > ROCHE  PRODUCTS  INC. 
x ■'Fa  Manati,  Puerto  Rico  00701 


SYMPOSIUM 

PERSPECTIVES  ON 
HYPERCALCEMIA 

FRIDAY,  APRIL  30,  1982 

THE  REGISTRY  HOTEL 
MINNEAPOLIS,  MINNESOTA 

Program  Description:  This  course  will  outline  the 
diseases  causing  Hypercalcemia  and  concentrate  on 
their  differential  diagnosis  and  management  con- 
cluding with  a question  and  answer  session,  panel 
discussion  and  case  presentations. 

Registration:  $20  payable  in  advance  (no  fee  for 
residents  or  fellows  in  training)  and  is  all  inclusive. 

Credit:  Three  (3)  hours  Category  I CME  credit. 


Program: 

1 1 :30  a.m. 
12:30  p.m. 
1 :30  p.m. 


Registration 

Lunch 

Welcome  and  introduction  of 
moderator 

Glen  Wm.  Sizemore,  M.D.,  Asso- 
ciate Professor  of  Medicine,  Mayo 
Clinic  and  Medical  School,  Roch- 
ester, MN 


1:35  p.m.  Louis  V.  Avioli,  M.D.,  Professor  of 
Medicine  & Endocrinology,  Wash- 
ington U.,  St.  Louis,  MO 
"Diagnostic  Spectrum  of  Hyper- 
calcemia and  Its  Treatment" 

2:35  p.m.  Edwin  L.  Kaplan,  M.D.,  Professor 
of  Surgery,  U.  of  Chicago,  Chi- 
cago, IL 

"A  Surgeon's  View  of  Hypercal- 
cemia" 

3:55  p.m.  Richard  S.  Bockman,  M.D.,  Assist- 
ant Professor  of  Medicine,  Cornell 
U.,  New  York,  NY 
"Hypercalcemia  in  Malignancy" 


4:55  p.m.  Round-table  discussion  by  Dr. 
Sizemore 


5:30  p.m.  Adjournment 

For  additional  information,  registration,  make  checks 
payable  to: 

PERSPECTIVES  ON  HYPERCALCEMIA 
P.  O.  BOX  16342 
MINNEAPOLIS,  MN  55416 


Dick  Bone  (612)  925-1127 
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Accidents  and  illness  can 


strike  without  warning.  At 
times  like  that,  the  cheapest 
health  insurance  isn't  always 
the  best  health  insurance. 


Blue  Shield  coverage 
provides  quality  when  quality 
counts! 


SOUTH  DAKOTA 

BLUE  SHIELD 

Sioux  Falls  Rapid  City 


® Registered  Service  Marks  of  the  National  Association  of  Blue  Shield  Plans 
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SOUTH  DAKOTA 


Pfizer  Laboratories 
Announces 


THE  FIRST  ORAL 
CALCIUM  CHANNEL 
BLOCKER 
FOR THE 

MANAGEMENT  OF 
ANGINA  PECTORIS 


NEW 


PROCARDIA 


(NIFEDIPINE 


Capsules  10  mg 


Please  see  PROCARDIA®  prescribing  information  on  next  page. 


PROCARDIA®  CAPSULES  For  Oral  Use 

nifedipine 

DESCRIPTION:  PROCARDIA  (nifedipine)  is  an  antianginal  drug  belonging  to  a new  class  of 
pharmacological  agents,  the  calcium  channel  blockers.  Nifedipine  is  3,5-pyridinedicarboxylic 
acid,  1,4-dihydro-2,6-dimethyl-4-(2-nitrophenyl)-,  dimethyl  ester,  C17H18N2O6,  and  has  the  struc- 
tural formula: 

H 


Nifedipine  is  a yellow  crystalline  substance,  practically  insoluble  in  water  but  soluble  in  ethanol. 
It  has  a molecular  weight  of  346.3.  PROCARDIA  CAPSULES  are  formulated  as  soft  gelatin  cap- 
sules for  oral  administration  each  containing  10  mg  nifedipine. 

CLINICAL  PHARMACOLOGY:  PROCARDIA  (nifedipine)  is  a calcium  ion  influx  inhibitor  (slow 
channel  blocker  or  calcium  ion  antagonist)  and  inhibits  the  transmembrane  influx  of  calcium  ions 
into  cardiac  muscle  and  smooth  muscle.  The  contractile  processes  of  cardiac  muscle  and  vascu- 
lar smooth  muscle  are  dependent  upon  the  movement  of  extracellular  calcium  ions  into  these 
cells  through  specific  ion  channels.  PROCARDIA  selectively  inhibits  calcium  ion  influx  across  the 
cell  membrane  of  cardiac  muscle  and  vascular  smooth  muscle  without  changing  serum  calcium 
concentrations. 

Mechanism  of  Action:  The  precise  means  by  which  this  inhibition  relieves  angina  has  not 
been  fully  determined,  but  includes  at  least  the  following  two  mechanisms: 

1)  Relaxation  and  prevention  of  coronary  artery  spasm:  PROCARDIA  dilates  the  main  cor- 
onary arteries  and  coronary  arterioles,  both  in  normal  and  ischemic  regions,  and  is  a potent  inhib- 
itor of  coronary  artery  spasm,  whether  spontaneous  or  ergonovine-induced.  This  property 
increases  myocardial  oxygen  delivery  in  patients  with  coronary  artery  spasm,  and  is  responsible 
for  the  effectiveness  of  PROCARDIA  in  vasospastic  (Prinzmetal's  or  variant)  angina.  Whether  this 
effect  plays  any  role  in  classical  angina  is  not  clear,  but  studies  of  exercise  tolerance  have  not 
shown  an  increase  in  the  maximum  exercise  rate-pressure  product,  a widely  accepted  measure 
of  oxygen  utilization.  This  suggests  that,  in  general,  relief  of  spasm  or  dilation  of  coronary  arteries 
is  not  an  important  factor  in  classical  angina, 

2)  Reduction  of  oxygen  utilization:  PROCARDIA  regularly  reduces  arterial  pressure  at  rest 
and  at  a given  level  of  exercise  by  dilating  peripheral  arterioles  and  reducing  the  total  peripheral 
resistance  (afterload)  against  which  the  heart  works.  This  unloading  of  the  heart  reduces  myocar- 
dial energy  consumption  and  oxygen  requirements  and  probably  accounts  for  the  effectiveness  of 
PROCARDIA  in  chronic  stable  angina 

Pharmacokinetics  and  Metabolism:  PROCARDIA  is  rapidly  and  fully  absorbed  after  oral 
administration.  The  drug  is  detectable  in  serum  10  minutes  after  oral  administration,  and  peak 
blood  levels  occur  in  approximately  30  minutes.  It  is  highly  bound  by  serum  proteins. 
PROCARDIA  is  extensively  converted  to  inactive  metabolites  and  approximately  80%  of 
PROCARDIA  and  metabolites  are  eliminated  via  the  kidneys.  The  half-life  of  nifedipine  in  plasma 
is  approximately  two  hours.  There  is  no  information  on  the  effects  of  renal  or  hepatic  impairment 
on  excretion  or  metabolism  of  PROCARDIA 

Hemodynamics:  Like  other  slow  channel  blockers,  PROCARDIA  exerts  a negative  inotropic 
effect  on  isolated  myocardial  tissue  This  is  rarely,  if  ever,  seen  in  intact  animals  or  man,  probably 
because  of  reflex  responses  to  its  vasodilating  effects.  In  man,  PROCARDIA  causes  decreased 
peripheral  vascular  resistance  and  a fall  in  systolic  and  diastolic  pressure,  usually  modest  (5-10 
mm  Hg  systolic),  but  sometimes  larger.  There  is  usually  a small  increase  in  heart  rate,  a reflex  re- 
sponse to  vasodilation.  Measurements  of  cardiac  function  in  patients  with  normal  ventricular  func- 
tion have  generally  found  a small  increase  in  cardiac  index  without  major  effects  on  ejection 
fraction,  left  ventricular  end  diastolic  pressure  (LVEDP)  or  volume  (LVEDV).  In  patients  with  im- 
paired ventricular  function,  most  acute  studies  have  shown  some  increase  in  ejection  fraction  and 
reduction  in  left  ventricular  filling  pressure. 

Electrophysiologic  Effects:  Although,  like  other  members  of  its  class,  PROCARDIA  de- 
creases sinoatrial  node  function  and  atrioventricular  conduction  in  isolated  myocardial  prepara- 
tions, such  effects  have  not  been  seen  in  studies  in  intact  animals  or  in  man.  In  formal 
electrophysiologic  studies,  predominantly  in  patients  with  normal  conduction  systems, 
PROCARDIA  has  had  no  tendency  to  prolong  atrioventricular  conduction,  prolong  sinus  node  re- 
cover time,  or  slow  sinus  rate. 

INDICATIONS  AND  USAGE:  I.  Vasospastic  Angina:  PROCARDIA  (nifedipine)  is  indicated  for 
the  management  of  vasospastic  angina  confirmed  by  any  of  the  following  criteria:  1 ) classical  pat- 
tern of  angina  at  rest  accompanied  by  ST  segment  elevation,  2)  angina  or  coronary  adery  spasm 
provoked  by  ergonovine,  or  3)  angiographically  demonstrated  coronary  artery  spasm.  In  those 
patients  who  have  had  angiography,  the  presence  of  significant  fixed  obstructive  disease  is  not  in- 
compatible with  the  diagnosis  of  vasospastic  angina,  provided  that  the  above  criteria  are  satisfied 
PROCARDIA  may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic 
component  but  where  vasospasm  has  not  been  confirmed,  e g.,  where  pain  has  a variable  thresh- 
old on  exertion  or  in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  in- 
termittent vasospasm,  or  when  angina  is  refractory  to  nitrates  and/or  adequate  doses  of  beta 
blockers. 

II.  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated 
for  the  management  of  chronic  stable  angina  (effort-associated  angina)  without  evidence  of  va- 
sospasm in  patients  who  remain  symptomatic  despite  adequate  doses  of  beta  blockers  and/or  or- 
ganic nitrates  or  who  cannot  tolerate  those  agents. 

In  chronic  stable  angina  (effod-associated  angina)  PROCARDIA  has  been  effective  in  con- 
trolled trials  of  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise 
tolerance,  but  confirmation  of  sustained  effectiveness  and  evaluation  of  long-term  safety  in  these 
patients  are  incomplete. 

Controlled  studies  in  small  numbers  of  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta-blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation is  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent  treatment,  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities.  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  of  the  drugs.  (See  Warnings.) 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  Hypotension:  Although  in  most  patients,  the  hypotensive  effect  of 
PROCARDIA  is  modest  and  well  tolerated,  occasional  patients  have  had  excessive  and  poorly 
tolerated  hypotension.  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time 
of  subsequent  upward  dosage  adjustment,  and  may  be  more  likely  in  patients  on  concomitant 
beta  blockers. 

Increased  Angina  Beta  Blocker  Withdrawal:  Occasional  patients  have  developed  well  doc- 
umented increased  frequency,  duration  or  severity  of  angina  on  starting  PROCARDIA  or  at  the 
time  of  dosage  increases.  The  mechanism  of  this  response  is  not  established  but  could  result 
from  decreased  coronary  perfusion  associated  with  decreased  diastolic  pressure  with  increased 
heart  rate,  or  from  increased  demand  resulting  from  increased  heart  rate  alone. 

Patients  recently  withdrawn  from  beta  blockers  may  develop  a withdrawal  syndrome  with  in- 
creased angina,  probably  related  to  increased  sensitivity  to  catecholamines.  Initiation  of 
PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected  to  exacerbate  it 
by  provoking  reflex  catecholamine  release.  There  have  been  occasional  reports  of  increased  an- 
gina in  a setting  of  beta  blocker  withdrawal  and  PROCARDIA  initiation.  It  is  important  to  taper  beta 
blockers  if  possible,  rather  than  stopping  them  abruptly  before  beginning  PROCARDIA. 

Congestive  Heart  Failure:  Rarely,  patients  usually  receiving  a beta  blocker  have  developed 
heart  failure  after  beginning  PROCARDIA.  Patients  with  tight  aortic  stenosis  may  be  at  greater 
risk  for  such  an  event,  as  the  unloading  effect  of  PROCARDIA  would  be  expected  to  be  of  less 
benefit  to  these  patifints^owing 10  ,fle'r  fixed  impedance  to  flow  across  the  aortic  valve. 
PRECAUTIONS:  General:  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance,  careful  monitoring  of  blood  pressure  during  the  initial  administration  and  titration  of 
PROCARDIA  is  suggested.  Close  observation  is  especially  recommended  for  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure.  See  Warnings. 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA,  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to 


diuretic  therapy.  With  patients  whose  angina  is  complicated  by  congestive  heart  failure,  care 
should  be  taken  to  differentiate  this  peripheral  edema  from  the  effects  of  increasing  left  ventricular 
dysfunction. 

Drug  interactions:  Beta-adrenergic  blocking  agents:  See  Indications  and  Warnings.  Experience 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
of  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated,  but  there  have  been  occa- 
sional literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive 
heart  failure,  severe  hypotension  or  exacerbation  of  angina. 

Long-acting  nitrates:  PROCARDIA  may  be  safely  co-administered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  effectiveness  of  this  combination. 

Carcinogenesis,  mutagenesis,  impairment  of  fertility:  Nifedipine  was  administered  orally  to  rats 
for  two  years  and  was  not  shown  to  be  carcinogenic.  When  given  to  rats  prior  to  mating, 
nifedipine  caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended 
human  dose.  In  vivo  mutagenicity  studies  were  negative. 

Pregnancy:  Pregnancy  category  C.  Nifedipine  has  been  shown  to  be  teratogenic  in  rats  when 
given  in  doses  30  times  the  maximum  recommended  human  dose.  Nifedipine  was  embryotoxic 
(increased  fetal  resorptions,  decreased  fetal  weight,  increased  stunted  forms,  increased  fetal 
deaths,  decreased  neonatal  survival)  in  rats,  mice  and  rabbits  at  doses  of  from  3 to  10  times  the 
maximum  recommended  human  dose.  In  pregnant  monkeys,  doses  2/3  and  twice  the  maximum 
recommended  human  dose  resulted  in  small  placentas  and  underdeveloped  chorionic  villi.  In 
rats,  doses  three  times  the  maximum  human  dose  and  higher  caused  prolongation  of  pregnancy. 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  PROCARDIA  should  be 
used  during  pregnancy  only  If  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
ADVERSE  REACTIONS:  In  multiple-dose  U S.  and  foreign-controlled  studies  in  which  adverse 
reactions  were  reported  spontaneously,  adverse  effects  were  frequent  but  generally  not  serious 
and  rarely  required  discontinuation  of  therapy  or  dosage  adjustment.  Most  were  expected  conse- 
quences of  fhe  vasodilator  effects  of  PROCARDIA. 

Adverse  Effect  PROCARDIA  (%)  (N  = 226)  Placebo  (%)  (N  = 235) 

Dizziness,  light-headedness,  giddiness  27  15 

Flushing,  heat  sensation  25  8 

Headache  23  20 

Weakness  12  10 

Nausea,  heartburn  11  8 

Muscle  cramps,  tremor  8 3 

Peripheral  edema  7 1 

Nervousness,  mood  changes  7 4 

Palpitation  7 5 

Dyspnea,  cough,  wheezing  6 3 

Nasal  congestion,  sore  throat  6 8 

There  is  also  a large  uncontrolled  experience  in  over  2100  patients  in  the  United  States.  Most  of 
the  patients  had  vasospastic  or  resistant  angina  pectoris,  and  about  half  had  concomitant  treat- 
ment with  beta-adrenergic  blocking  agents.  The  most  common  adverse  events  were  the  same 
ones  seen  in  the  controlled  trials,  with  dizziness  or  light-headedness,  peripheral  edema,  nausea, 
weakness,  headache  and  flushing  each  occurring  in  about  10%  of  patients,  transient  hypotension 
in  about  5%,  palpitation  in  about  2%  and  syncope  in  about  0.5%.  Syncopal  episodes  did  not  recur 
with  reduction  in  the  dose  of  PROCARDIA  or  concomitant  antianginal  medication.  Very  rarely,  in- 
troduction of  PROCARDIA  therapy  was  associated  with  an  increase  in  anginal  pain,  possibly  due 
to  associated  hypotension. 

Several  of  these  side  effects  appear  to  be  dose  related.  Peripheral  edema  occurred  in  about 
one  in  25  patients  at  doses  less  than  60  mg  per  day  and  in  about  one  patient  in  eight  at  120  mg  per 
day  or  more.  Transient  hypotension,  generally  of  mild  to  moderate  severity  and  seldom  requiring 
discontinuation  of  therapy,  occurred  in  one  of  50  patients  at  less  than  60  mg  per  day  and  in  one  of 
20  patients  at  120  mg  per  day  or  more. 

In  addition,  2%  or  fewer  of  patients  repoded  the  following:  Respiratory:  Nasal  and  chest 
congestion,  shortness  of  breath  Gastrointestinal:  Diarrhea,  constipation,  cramps,  flatulence. 
Musculoskeletal:  Inflammation,  joint  stiffness,  muscle  cramps.  CNS:  Shakiness,  nervousness, 
jitteriness,  sleep  disturbances,  blurred  vision,  difficulties  in  balance.  Other:  Dermatitis,  pruritus, 
udicaria,  fever,  sweating,  chills,  sexual  difficulties 

In  addition,  more  serious  adverse  events  were  observed,  not  readily  distinguishable  from  the 
natural  history  of  the  disease  in  these  patients.  It  remains  possible,  however,  that  some  or  many  of 
these  events  were  drug  related.  Myocardial  infarction  occurred  in  about  4%  of  patients  and 
congestive  head  failure  or  pulmonary  edema  in  about  2%.  Ventricular  arrhythmias  or  conduction 
disturbances  each  occurred  in  fewer  than  0.5%  of  patients. 

In  a subgroup  of  over  1000  patients  receiving  PROCARDIA  with  concomitant  beta  blocker  ther- 
apy, the  pattern  and  incidence  of  adverse  experiences  was  not  different  from  that  of  the  entire 
group  of  PROCARDIA  treated  patients  (see  Precautions). 

In  a subgroup  of  patients  with  a diagnosis  of  congestive  head  failure  as  well  as  angina,  dizzi- 
ness or  liqht-headedness,  peripheral  edema,  headache  or  flushing  each  occurred  in  one  in  eight 
patients.  Hypotension  occurred  in  about  one  in  20  patients.  Syncope  occurred  in  approximately 
one  patient  in  250  Myocardial  infarction  or  symptoms  of  congestive  head  failure  each  occurred 
in  about  one  patient  in  15.  Atrial  or  ventricular  dysrhythmias  each  occurred  in  about  one  patient 
in  150. 

Laboratory  tests:  Rare,  mild  to  moderate,  transient  elevations  of  enzymes  such  as  alkaline 
phosphatase,  CK,  LDH,  SGOT,  and  SGPT  have  been  noted,  and  a single  incident  of  significantly 
elevated  transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  of  gall 
bladder  disease  after  about  eleven  months  of  nifedipine  therapy.  The  relationship  to 
PROCARDIA  therapy  is  uncedain.  These  laboratory  abnormalities  have  already  been  associated 
with  clinical  symptoms.  Cholestasis,  possibly  due  to  PROCARDIA  therapy,  has  been  repoded 
twice  in  the  extensive  world  literature 

OVERDOSAGE:  Although  there  is  no  well  documented  experience  with  PROCARDIA  overdos- 
age, available  data  suggest  that  gross  overdosage  could  result  in  excessive  peripheral  vasodila- 
tion with  subsequent  marked  and  probably  prolonged  systemic  hypotension.  Clinically  significant 
hypotension  due  to  PROCARDIA  overdosage  calls  for  active  cardiovascular  suppod  including 
monitoring  of  cardiac  and  respiratory  function,  elevation  of  extremities,  and  attention  to  circulating 
fluid  volume  and  urine  output.  A vasoconstrictor  (such  as  norepinephrine)  may  be  helpful  in  re- 
storing vascular  tone  and  blood  pressure,  provided  that  there  is  no  contraindication  to  its  use. 
Clearance  of  PROCARDIA  would  be  expected  to  be  prolonged  in  patients  with  impaired  liver 
function.  Since  PROCARDIA  is  highly  protein-bound,  dialysis  is  not  likely  to  be  of  benefit. 
DOSAGE  AND  ADMINISTRATION:  The  dosage  of  PROCARDIA  needed  to  suppress  an- 
gina and  that  can  be  tolerated  by  the  patient  must  be  established  by  titration.  Excessive 
doses  can  result  in  hypotension. 

The  staffing  dose  is  one  10  mg  capsule,  swallowed  whole.  3 times  day.  The  usual  effective  dose 
range  is  10-20  mg  three  times  daily.  Some  patients,  especially  those  with  evidence  of  coronary 
artery  spasm,  respond  only  to  higher  doses,  more  frequent  administration,  or  both.  In  such  pa- 
tients. doses  of  20-30  mg  three  or  four  times  daily  may  be  effective.  Doses  above  120  mg  daily 
are  rarely  necessary.  More  than  180  mg  per  day  is  not  recommended. 

In  most  cases,  PROCARDIA  titration  should  proceed  over  a 7- 14  day  period  so  that  the  physi- 
cian can  assess  the  response  to  each  dose  level  and  monitor  the  blood  pressure  before  proceed- 
ing to  higher  doses. 

If  symptoms  so  warrant,  titration  may  proceed  more  rapidly  provided  that  the  patient  is  as- 
sessed frequently.  Based  on  the  patient's  physical  activity  level,  attack  frequency,  and  sublingual 
nitroglycerin  consumption,  the  dose  of  PROCARDIA  may  be  increased  from  10  mg  t.i.d.  to  20  mg 
t.i.d.  and  then  to  30  mg  t.i.d.  over  a three-day  period. 

In  hospitalized  patients  under  close  observation,  the  dose  may  be  increased  in  10  mg  incre- 
ments over  four  to  six-hour  periods  as  required  to  control  pain  and  arrhythmias  due  to  ischemia.  A 
single  dose  should  rarely  exceed  30  mg 

No  "rebound  effect”  has  been  observed  upon  discontinuation  of  PROCARDIA  However,  if  dis- 
continuation of  PROCARDIA  is  necessary,  sound  clinical  practice  suggests  that  the  dosage 
should  be  decreased  gradually  with  close  physician  supervision. 

Co-Administration  with  Other  Antianginal  Drugs:  Sublingual  nitroglycerin  may  be  taken  as 
required  for  the  control  of  acute  manifestations  of  angina,  particularly  during  PROCARDIA  titra- 
tion See  Precautions,  Drug  Interactions  for  information  on  co-administration  of  PROCARDIA 
with  beta  blockers  or  long-acting  nitrates. 

HOW  SUPPLIED:  Each  orange,  soft  gelatin  PROCARDIA  Capsule  contains  10  mg  of  nifedipine. 
PROCARDIA  Capsules  are  supplied  in  amber  glass  bottles  of  100  capsules  (NDC  0069-2600-66). 

The  capsules  should  be  protected  from  light  and  moisture  and  stored  at  controlled  room 
temperature  59°  to  77°F  (15°  to  25°C)  in  the  manufacturer's  original  container. 
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Dissolution  Of  Retained  Common  Bile  Duct 
Stones  Using  Monooctanoin 


A Case  Report  Documented  with  Cholangiography 
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ABSTRACT 

Because  of  recent  interest  in  the  cholesterol  solvent 
properties  on  monooctanoin  (glyceryl-1 -monooctan- 
oate),  Capmul  8210 (R)  was  used  in  a constant-infusion 
technique  via  T-tube  to  dissolve  retained  common 

Introduction 

Recent  interest  in  the  cholesterol-solvent  prop- 
erties of  monooctanoin  has  led  to  clinical  trials  of 
its  use  in  dissolution  therapy  of  biliary  stones.2-4  The 
following  is  a single  case  report  with  cholangio- 
graphic  evidence  to  document  the  success  of  the 
infusion  method  described  by  Thistle,  et  al.1  A brief 
review  of  the  chemical  properties  of  monooctanoin 
is  included,  along  with  clinical  evidence  that  constant 
infusion  therapy  with  Capmul  8210  (R)  is  safe  and 
efficacious  in  selected  patients. 

Case  Summary 

A 63  year  old  male  with  chronic  depression  was 
admitted  to  the  Sioux  Falls  Veterans  Administration 


*From  the  Department  of  Surgery,  Veterans  Administration 
Medical  Center,  Sioux  Falls,  South  Dakota,  and  the  University 
of  South  Dakota  School  of  Medicine,  Department  of  Surgery, 
Yankton,  South  Dakota. 


duct  stones  in  a patient  in  this  institution.  Radio- 
graphic  evidence  of  dissolution  is  presented  along 
w ith  clinical  and  chemical  studies  suggesting  this  to 
be  a safe  and  efficacious  method  of  treating  retained 
stones  in  selected  patients. 

Medical  Center  on  April  4,  1980  for  evaluation  of 
his  depression  and  some  chronic  symptoms  of  vague 
abdominal  pain  and  constipation.  While  in  the  hos- 
pital, he  developed  acute  epigastric  pain  associated 
with  dyspnea  and  hematemesis.  A paraesophageal 
hernia  with  impending  strangulation  was  diagnosed 
and  surgically  repaired  without  complications  on 
April  18,  1980.  On  the  eighth  post-operative  day, 
the  patient  began  having  nightly  fever  spikes,  as- 
sociated with  leukocytosis  and  right  upper  quadrant 
abdominal  tenderness.  Clinical  diagnosis  of  acute 
cholecystitis  was  confirmed  with  ultrasonic  and  ra- 
diographic studies  and  he  was  treated  with  naso- 
gastric suction  and  I.  V.  antibiotics  with  good 
response.  Mildly  elevated  bilirubin  and  alkaline 
phosphatase  levels  normalized  during  this  period 
and  plans  were  made  for  cholecystectomy  at  a later 
date.  Twenty-four  days  later  the  patient  had  another 
episode  of  leukocytosis,  fever  and  right  upper  quad- 
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rant  pain,  and  he  was  taken  to  the  operating  room 
on  June  3,  1 980  for  cholecystectomy.  Common  duct 
exploration,  duodenotomy  and  sphincteroplasty 
were  necessary  at  that  time,  with  removal  of  nu- 
merous small,  rough,  dark  stones  from  the  common 
duct.  Post-operative  course  was  uneventful  and  the 
patient  tolerated  clamping  of  his  T-tube  on  the  tenth 
post-operative  day.  T-tube  cholangiogram  per- 
formed five  weeks  post:operatively  demonstrated 
multiple  small  stones  in  the  common  duct  with  no 
obstruction  of  flow  into  duodenum  (Fig.  1).  Sub- 
sequent studies  at  two  week  intervals  showed  no 
change  in  this  appearance.  The  patient  remained 
asymptomatic  with  the  T-tube  clamped;  had  been 
eating  well  and  gaining  weight.  Plans  were  made  for 
dissolution  therapy  and  the  patient  was  re-admitted 
to  the  hospital  on  July  30,  1980.  Physical  and  lab- 
oratory examination  at  this  time  was  unremarkable 
except  for  mild  elevation  in  serum  alkaline  phos- 
phatase level.  An  infusion  pump  was  connected  to 
his  T-tube  and  sterile  Ringer’s  Lactate  was  infused 
at  a constant  rate  of  ten  cc/hour,  discontinuing  in- 
fusion for  one  hour  at  mealtimes.  During  this  six 


Figure  1 

T-tube  cholangiogram  demonstrates  multiple  non-obstructing 
common  duct  stones. 


day  trial,  the  patient  described  no  adverse  symptoms 
and  the  alkaline  phosphatase  level  reverted  to  nor- 
mal. Cholangiogram  remained  unchanged  (Fig.  2). 
After  informed  consent  was  obtained,  the  infusing 
solution  was  changed  from  Ringer’s  Lactate  to 
Monooctanoin  (Capmul  8210®)  on  August  8,  1980 


Figure  2 

Choledocholithiasis  “unchanged"  after  six  day  infusion  of  sterile 
Ringer’s  Lactate  via  T-tube. 


and  the  infusion  was  continued  at  the  same  rate, 
discontinuing  the  pump  at  mealtimes.  Laboratory 
studies  including  bilirubin,  amylase,  alkaline  phos- 
phatase, cholesterol  and  creatinine  were  followed 
on  an  every-other-day  basis  and  remained  un- 
changed and  normal  throughout  the  duration  of  in- 
fusion. T-tube  cholangiography  was  obtained  on  a 
weekly  basis;  the  interval  examinations  documenting 
decrease  in  size  and  number  of  common  duct  defects 
over  the  ensuing  three  weeks  (Fig.  3, 4,  5).  On  August 
25,  1980,  cholangiogram  was  interpreted  as  normal 
and  a follow-up  cholangiogram  prior  to  removal  of 
the  T-tube  two  weeks  later  was  also  normal.  Bile 
specimen  was  cultured  before  and  after  the  infusion 
and  showed  no  significant  change  in  the  number  or 
type  of  organisms  identified.  The  patient  was  dis- 
missed from  in-hospital  care  on  August  27,  1980 
and  the  T-tube  was  removed  uneventfully  four  weeks 
later  at  an  out-patient  visit.  Throughout  this  course 
the  patient  remained  asymptomatic  and  remains  so 
in  follow-up  through  three  months. 

Discussion 

Monooctanoin  (glycery  1 - 1 -monooctanoate)  is  a 
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Figure  3 

Cholangiogram  after  one  week  of  Monooctanoin  infusion. 


Figure  5 

“Normal"  T-tube  cholangiogram  at  discontinuation  of  Monooc- 
tanoin infusion. 


normal  digestion  product  of  medium-chain  triglyc- 
eride. Chemically  it  is  formed  through  the  esteri- 
fication of  octanoic  acid  to  the  first  carbon  of 
glycerol.  Capmul  8210  (Capital  City  Products  Co., 
Columbus,  Ohio)  contains  about  seventy  percent 
monooctanoin  and  thirty  percent  glyceryl  di-octan- 
oate.  These  substances  are  hydrolysed  by  pancreatic 
lipase  and  both  glycerol  and  octanoic  acid  are  well 
absorbed.  Octanoic  acid  is  metabolized  completely 
to  C02  in  the  liver. 

Monooctanoin  (glyceryl -1-monooctanoate)  has 
been  shown  in  previous  in-vitro  testing  to  have  ex- 
cellent cholesterol  solvent  properties.2-4  A recent  re- 
port by  Thistle,  et  al.  from  the  Mayo  Clinic1  showed 
encouraging  results  of  infusion  of  monooctanoin  in 
patients  with  retained  common  bile  duct  stones.  The 
two  patients  in  Thistle’s  study  who  showed  no  ra- 
diographic effect  from  the  infusion  were  found  at 
subsequent  re-exploration  to  have  “black  stones 
which  were  insoluble  in  monooctanoin  in-vitro.” 
Stone  analysis  of  the  patient  presented  above  re- 
vealed smooth  dark  stones  of  mixed  composition, 
with  calcium,  uric  acid,  oxalate,  and  ammonium 
present  along  with  cholesterol.  It  may  be  implied 
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in  this  case  that  cholesterol  dissolution  caused  frag- 
mentation of  the  stones  in  our  patient  and  subse- 
quent passage  through  the  widely-patent  ampulla. 

A comment  might  be  made  regarding  patient  se- 
lection in  the  case  presented.  The  presence  of  mul- 
tiple stones  seemed  a relative  contraindication  to 
Dormier  basket  retrieval  because  of  the  presumed 
necessity  for  repeated  manipulations  of  the  basket 
in  the  distal  duct.  Secondly,  the  free  flow  of  contrast 
into  the  duodenum  seemed  to  put  this  patient  at 
low  risk  for  symptoms  of  increased  biliary  pressure 
caused  by  the  infusate.  The  absence  of  previously 
reported  symptoms  of  anorexia,  nausea  and  right 
upper  quadrant  pain  in  our  patient  might  attest  to 
the  patency  of  biliary  outflow  documented  in  the 
cholangiograms.  Because  no  adverse  clinical  or 
chemical  effects  developed  during  the  T-tube  in- 
fusion of  Ringer’s  Lactate  solution,  we  felt  it  un- 
necessary to  monitor  intrabiliary  pressures  with  the 
monooctanoin  infusion.  Thirdly,  although  this  pa- 
tient had  no  strict  medical  contraindications  for  re- 
peated abdominal  surgery,  he  was  very  reluctant  to 
undergo  re-exploration,  having  remained  asymp- 
tomatic since  his  cholecystectomy.  He  opted,  there- 


fore, to  be  hospitalized  and  observed  these  several 
weeks  with  the  possibility  of  obviating  the  need  for 
re-exploration  of  his  common  duct. 

Summary 

We  present  a case  summary  in  which  mixed  re- 
tained common  duct  stones  were  dissolved  with 
constant  infusion  of  full-strength  monooctanoin 
(Capmul  8210®)  via  T-tube.  Reference  is  made  to 
previous  studies  which  show  monooctanoin  to  be 
a safe,  effective  cholesterol  solvent.  We  suggest  that 
consideration  of  this  substance  for  use  in  selected 
patients  might  be  entertained. 
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Spending  more  time  with 
accountants  and  salesmen . . . 
than  with  your  job  and  family? 

That’s  today’s  modern  physician  becoming  today’s  modern  business- 
man ...  at  the  expense  of  job  and  family. 

We  provide  you  with  an  environment  serving  a purpose— practicing 
medicine  at  regular  working  hours.  No  books  to  balance,  no  salesmen  ana 
attorneys  calling,  and  no  late  hours.  You  concentrate  on  practicing  medi- 
cine with  a health  care  system  that’s  one  of  the  finest  in  the  world.  You'll 
work  in  modern,  well-equipped  hospitals  and  clinics  with  the  most  up-to- 
date  technology. 

Also  included  are  excellent  programs  of  compensation,  opportunities 
for  professional  growth  and  specialization,  30  days  vacation  with  pay 
each  year,  full  medical  and  dental  care  and  more. 

With  the  Air  Force,  we  want  you  to  do  one  thing:  practice  medicine. 

We  would  like  to  provide  you  with  more  information  about  Air  Force 
medicine  -perry  Thompson  Call  Collect: 

619  W.  11th  Street  605/334-4771 

Sioux  Falls,  South  Dakota 
57104 


mourn. 

A great  way  of  life. 
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“MEDICAL  ACCOUNTING  PLUS 
WORD  PROCESSING  FOR  UNDER 
$6,500.  FROM  COMMODORE.” 

—WILLIAM  SHATNER 


The  symptoms  are  common.  Missing  receipts. 
Overdue  invoices.  Neglected  insurance  forms.  And, 
worst  of  all,  a lot  of  precious  time  spent  on  paperwork 
that  could  otherwise  be  devoted  to  patient  care. 

The  cure:  A Commodore  desktop  computer.  In- 
cluding disk  drive,  letter  quality  printer,  and  complete 
medical  accounting  and  word  processing  systems. 

For  a modest  investment,  you  get  all  the  features  of  a 
sophisticated  and  versatile  business  computer  that  can 
do  virtually  all  your  paperwork  in  a fraction  of  the 
time  it  takes  you  now. 

Commodore’s  Medical  Accounting  System 

(MAS)1,  for  example,  can  provide  you  with  a fast, 
flexible  accounting  and  bookkeeping  system  that’s  as 
easy  to  use  as  it  is  cost  effective.  Automating  your 
receivables,  invoicing,  aging  of  payables,  and  re- 
venue analyses.  MAS  can  also  generate  end-of-the- 
month  “Superbills”  as  well  as  standard  insurance  and 
Medicare  forms.  And  it  gives  you  a thorough  over- 
view of  your  office  activities  through  a series  of 
reports  ranging  from  diagnostics  to  referrals. 

And  with  our  word  processing  programs,  your 
Commodore  computer  is  versatile  enough  to  be  used 
whenever  you’d  normally  use  a typewriter.  For 
memos.  Reports.  Correspondence.  Proposals.  In 
seconds,  you  can  delete,  insert,  rearrange  para- 
graphs, even  revise  as  many  times  as  necessary.  With 
no  time  wasted  typing  multiple  drafts. 

If  all  that  time  saved  on  paperwork  is  used  to  take 
on  additional  patients,  just  think  how  quickly  your 
Commodore  computer  will  pay  for  itself,  many 
times  over. 

Your  Commodore  computer  can  be  expanded  to 

meet  the  needs  of  a growing  office.  And  Commodore 
dealers  throughout  the  country  offer  prompt  local 
service . Visit  your  Commodore  dealer  for  a hands-on 
demonstration  of  the  Commodore  computer  that  does 
so  much,  so  easily,  at  such  a low  cost. 

1 Medical  Accounting  System  was  created  by  Cimarron  Corp. 


Address 


State  _ 
iP 


Phone  _ 


Commodore  Computer  Systems  med-8 

681  Moore  Road,  King  of  Prussia,  PA  19406 

□ Please  send  me  more  information  on  the  MAS  System. 

Name 


o 


commodore 

COMPUTER 
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They  work  so 

well  together. 

One  ot  man's  most  amazing  explo- 
rations and  scientific  adventures,  the 
successful  Gemini  flight  program 
was  a triumph  of  imagination  and— 
teamwork.  Two  men  learned  to 
operate  in  space,  to  rendezvous,  to 
dock,  and  to  work  outside  their 
spacecraft  in  the  hard  vacuum  of 
outer  space.  Not  only  did  they  coor- 
dinate their  efforts  with  ground 
backup,  they  also  complemented 
each  other's  activities  within  the 
close  confines  of  the  space  capsule. 
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Anusol-HC 
&Tuclzs 


...another  well-known  pair  that 
works  so  well  together!  Ninety- 
five  percent  of  colon /rectal 
surgeons  surveyed*  added 
Tucks  pads  concomi- 
tantly to  hemorrhoidal 
treatment  programs 
they  recommended. 


Anusol-HC s 

Suppositories  / Cream 
with  Hydrocortisone  Acetate 
The  # 1 physician-prescribed  product  for  hemor- 
rhoids and  other  common  anorectal  disorders ** 

□ Antiinflammatory,  to  relieve  edema,  burning, 
itching,  pain 

□ Astringent,  to  help  promote  healing 

□ Emollient,  for  easier  bowel  movements  and 
soothing  relief  of  local  trauma 

And,  when  pain  is  a special  problem,  Anusol 
Ointment  offers  the  benefits  of  the  anesthetic, 
pramoxine  HCI. 


ANUSOL-HC®  Suppositories/ 
ANUSOL-HC®  Cream 

Before  prescribing,  please  see  full  prescribing  information. 

A Brief  Summary  follows: 
Indications  and  Usage:  Anusol-HC  Suppositories  and 
Anusol-HC  Cream  are  adjunctive  therapy  for  the 
symptomatic  relief  of  pain,  itching  and  discomfort  in 
external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis,  and  fissures,  incomplete  fistulas,  pruritus  am  and 
relief  of  local  pain  and  discomfort  following  anorectal 
surgery. 

Anusol-HC  is  especially  indicated  when  inflammation  is 
present.  After  acute  symptoms  subside,  most  patients  can 
be  maintained  on  regular  AnusoP  Suppositories  or 
Ointment. 
CONTRAINDICATIONS 
Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the 
preparations. 
WARNINGS 

The  safe  use  of  topical  steroids  during  pregnancy  has  not 
been  fully  established.  The  refore,  during  pregnancy,  they 
should  not  he  used  unnecessarily  on  extensive  areas,  in 
large  amounts  or  for  prolonged  periods  of  time. 

PRECAUTIONS 

General 

Symptomatic  relief  should  not  delay  definitive  diagnoses  or 

treatment. 

Prolonged  or  excessive  use  of  corticosteroids  might 
produce  systemic  effects. 


PARKE-DAVIS 


Warner-Lambert  Company 
Morris  Plains,  NJ  07950 


TUCKS * 

Pre-Moistened  Hemorrhoidal / Vaginal  Pads 
The  # 1 hemorrhoidal  padf  for  added  external  relief 
and  gentle  cleansing  of  fecal  residue 

□ Soothes,  cools,  comforts  the  irritation  and  itch  of 
hemorrhoids  and  other  common  anorectal  dis- 
orders 

□ Hygienic  rectal  wipe— an  integral  part  of  the 
anorectal  regimen 

Once  pain  and  inflammation  subside,  for  dual 
action  recommend  regular  ANUSOL’— to  maintain 
patient  comfort— and  TUCKS"— to  maintain  patient 
anorectal  hygiene. 

* Meeting  of  Am  Soc  Colon /Rectal  Surgeons,  May  1980. 

- ‘ Based  on  total  prescriptions  filled  for  hemorrhoidal  preparations  during  the 
first  three  quarters  of  1981.  The  National  Prescription  Audit.  IMS  America  Ltd 
Sept  1981. 

*1981  data  from  leading  marketing  research  organization. 


If  irritation  develops,  Anusol-HC  Suppositories  and  Anusol- 
HC  Cream  should  be  discontinued  and  appropriate  therapy 

instituted. 

In  the  presence  of  an  infection  the  use  of  an  appropriate 
antifungal  or  antibacterial  agent  should  be  instituted.  If  a 
favorable  response  does  not  occur  promptly,  the 
corticosteroid  should  be  discontinued  until  the  infection  has 
been  adequately  controlled. 
Anusol-HC  is  not  for  ophthalmic  use. 
Pregnancy 
See  "WARNINGS” 
Pediatric  Use 

Care  should  be  taken  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  and  infants. 

DOSAGE  AND  ADMINISTRATION 
Anusol-HC  Suppositories — Adults:  Remove  foil  wrapper  and 
insert  suppository  into  the  anus.  Insert  one  suppository  in 
the  morning  and  one  at  bedtime  for  3 to  6 days  or  until 
inflammation  subsides.  Then  maintain  comfort  with  regular 
Anusol  Suppositories. 
Anusol-HC  Cream- Adults:  After  gentle  bathing  and  drying 
ot  the  anal  area,  remove  tube  cap  and  apply  to  the  exterior 
surface  and  gently  rub  in.  For  internal  use,  attach  the 
plastic  applicator  and  insert  into  the  anus  by  applying 
gentle  continuous  pressure.  Then  squeeze  the  tube  to 
deliver  medication.  Cream  should  be  applied  3 or  4 times  a 
day  for  3 to  6 days  until  inflammation  subsides.  Then 
maintain  comfort  with  regular  Anusol  Ointment. 
NOTE:  If  staining  from  either  of  the  above  products  occurs, 
the  stain  may  be  removed  from  fabric  by  band  or  machine 
washing  with  household  detergent. 
Store  between  59°-86°F  (15°-30°C) 
1089G010 
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4WD  BLAZER.  ROAD  TO  ROUGH,  NON-STOP 


Cruising  comfortably  around  town, 
a Chevy  4x4  Blazer  may  not  look 
too  different  from  the  other  vehi- 
cles passing  by.  But  underneath 
is  a built-in  toughness  to  let  you 
take  on  4-wheel-drive  terrain. 
From  wheel-to-wheel-to-wheel- 
to-wheel,  a 4WD  Blazer  is  one 
rugged  goer. 

4-wheel-drive  gear  selection: 

A lighted  transfer  case  indicator 
console  tells  you  the  gear.  2HI  — 
for  normal  driving  on  high  traction 
surfaces.  Front  hubs  disengaged. 
4HI  — for  normal  operation  on 
low-traction  surfaces.  Front  and 
rear  axles  are  engaged  and  front, 
hubs  are  locked . N — transfer  case 
is  in  neutral,  both  axles  are  disen- 
gaged; vehicle  is 
stationary.  4LO 
— for  maximum 
power  in  4- 
wheel  drive  on 
extremely  low- 
traction  surfaces. 
Front  and  rear 


Automatic-locking  hubs  are 
standard  on  4x4-  Blazer  s 4- 
wheel-drive  system  features  a 
lightweight  transfer  case  and 
automatic  locking  front  hubs. 
When  you  shift  from  freewheeling 
2WD  to  4WD  at  speeds  under 
25  MPH,  the  hubs  automatically 
lock  up,  eliminating  the  need  to 
get  out  of  the  cab  to  set  them. 
To  revert  to  2WD,  simply  stop 
the  vehicle,  shift  transfer  case  to 
2 HI,  reverse  direction  slowly 
about  ten  feet,  and  go  on  your  way. 


axles  driving,  front  hubs  locked. 

Quad-Shock  off-road  handling 
package.  Blazer’s  optional  Quad- 
Shock  off-road  handling  package 
includes  heavy-duty  rear  shock 
absorbers,  four  front  shock  absorb- 
ers, and  a front-axle-pinion  nose 
snubber  to  limit  front  axle  travel. 

A tough  record  to  beat.  94  0% 

of  Chevy  Light-,  Medium-,  Heavy- 
Duty  trucks  and  commercial  vans 
in  the  ten  most  recent  years  re- 
corded were  still  on  the  job.  ( Based 
on  R.  L.  Polk  & Co.  model  year 
registrations  through  July  1,  1980. 
198 1 statistics  not  available  at  time 
of  printing.) 


(1971  -72-73  DATA  PARTLY  ESTIMATED.) 


Buy  or  lease  the  2WD  or  4WD  BLAZER  from 

Frank  Stinson  Chevrolet 

SIOUX  FALLS  605-336-1700  SOUTH  DAKOTA 
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**  Council  Meeting  Highlights 

D 


Forty-Five  Year  Old  Caucasian  Male  With 
Monoarticular  Arthritis 


Merritt  Warren,  M.D.* 

Discusser 


John  F.  Barlow,  M.D.** 
Editor 


Case  # 883-830-0 

This  45-year-old  Caucasian  male  entered  Sioux  Valley  Hospital 
with  the  chief  complaint  of  sore  and  swollen  left  ankle. 

Four  days  prior  to  admission,  the  patient  developed  an  upper 
respiratory  infection  with  coryza  for  which  he  was  treated  with 
penicillin.  The  next  morning,  the  patient  developed  pain,  swelling, 
and  redness  in  the  left  ankle.  He  was  seen  again  and  started  on 
phenylbutazone.  A test  for  rheumatoid  factor  was  positive.  The 
pain  and  swelling  in  the  ankle  worsened  and  he  was  admitted. 
There  were  no  chills,  arthritis,  or  arthralgia  of  other  joints  and 
no  skin  rash.  The  review  of  systems  was  unremarkable.  The  patient 
had  had  a herniorrhaphy  as  a child  but  no  other  serious  illnesses 
or  hospitalizations. 

PHYSICAL  EXAMINATION:  Pulse  128/min.  and  regular;  res- 
pirations 28/min.  and  regular;  temperature  102°F,  blood  pressure 
150  systolic  and  100  diastolic.  The  patient  was  a well  developed, 
well  nourished  man  in  moderate  distress.  There  was  no  abnormality 
to  the  head  and  neck.  The  chest  was  clear  to  auscultation  and 
percussion.  The  heart  was  not  enlarged  and  there  was  a regular 
rhythm  with  no  murmurs  or  abnormal  sounds.  Examination  of 
the  abdomen  revealed  no  palpable  organs,  masses,  spasm  or  tend- 
erness. The  genitalia  were  normal  male.  The  neurologic  exami- 
nation was  within  normal  limits.  The  only  abnormality  was  a 
swollen,  red  painful  left  ankle  with  pitting  edema. 
LABORATORY  DATA:  Urinalysis  dark  yellow,  cloudy,  specific 
gravity  1.023,  pH  5.0,  1+  protein,  negative  for  glucose,  ketones, 
bile,  and  hemoglobin;  sediment  3-4  white  cells/hpf,  no  red  cells. 


* Resident  in  Family  and  Community  Medicine,  Sioux  Falls, 
SD. 

**Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux  Valley 
Hospital,  Sioux  Falls,  SD;  Professor  of  Pathology,  Department 
of  Laboratory  Medicine,  School  of  Medicine,  The  University 
of  South  Dakota. 


1-3  granular  casts/hpf.  Hemoglobin  11.9  gm/dl,  hematocrit  37 
vol/dl,  normal  red  cell  indices.  Total  leukocyte  count  13,100/mm3 
(13.1  x 109/L)  with  81%  segmented  neutrophils,  and  19%  lym- 
phocytes. The  red  cells  were  normochromic,  normocytic  on  smear. 
The  platelet  count  was  239,000/mm3  (239  x 109/L).  A uric  acid 
was  2.4  mg/dl.  An  erythrocyte  sedimentation  rate  was  120/mm/ 
hr.  An  X-ray  showed  soft  tissue  swelling  about  the  left  ankle. 
The  patient  was  treated  for  five  days  with  intravenous  penicillin 
and  oral  indomethacin  as  well  as  bed  rest  and  warm  soaks.  There 
was  gradual  improvement  of  the  symptoms  and  signs  in  the  left 
ankle  and  he  was  discharged.  After  discharge,  the  patient  continued 
to  have  recurring  symptoms  in  spite  of  warm  soaks  and  non- 
weight bearing.  There  was,  however,  no  fever,  rash  or  other  joint 
involvement.  The  patient  was  readmitted. 

PHYSICAL  EXAMINATION:  Temperature  98.2°F,  pulse  88/ 
min.  and  regular,  respirations  18/min.  and  regular,  blood  pressure 
120  systolic  and  80  diastolic.  Height  5 ft.  11  in.,  weight  183  lbs. 
The  physical  examination  was  unchanged  except  for  swelling 
about  the  left  ankle  which  had  some  warmth  and  tenderness. 
There  was  definite  pain  on  movement  of  the  ankle. 
LABORATORY  DATA:  Urinalysis-turbid,  specific  gravity  1.019, 
pH  5.0,  negative  for  protein,  glucose,  ketone  bodies,  bile,  hemo- 
globin; sediment,  occasional  white  cell  and  a rare  red  cell.  Hemo- 
globin 9.8  gm/dl,  hematocrit  30  vol/dl,  normal  blood  cell  indices, 
total  leukocyte  count  6,700/mm3  (6.7  x 109/L)  with  68%  segmented 
neutrophils,  1%  neutrophilic  bands,  3%  eosinophils,  21%  lym- 
phocytes, and  7%  monocytes.  Platelet  count  was  383,000/mm3 
(383  x 109/L),  ery  throcyte  sedimentation  rate  126  mm/hr,  retic- 
ulocyte count  2.8%.  Direct  and  indirect  antiglobulin  tests  were 
negative.  A synovial  aspiration  was  performed  revealing  turbid 
red  fluid  with  926,100  red  cells/mm3  (926  x 109/L),  135,  180 
white  cells/mm3  (135.18  x 109/L)  with  96%  segmented  neutrophils 
and  4%  mononuclear  cells.  No  cry  stals  were  seen.  The  mucin  clot 
test  showed  a poor  clot.  A gram  stain  revealed  small  gram  negative 
rods  and  many  segmented  neutrophils.  A culture  revealed  abundant 
haemophilus  influenza  which  was  beta  lactamase  positive.  An- 
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timicrobial  susceptibilities  were  as  follows:  sensitive  to  amikacin, 
carbenicillin,  cephalothin,  chloromphenicol,  gentamicin,  kana- 
mycin,  tetracycline,  tobramycin;  resistant  to  ampicillin  and  sulfa- 
trimethoprim.  A urine  culture  showed  no  growth  in  48  hours.  An 
X-ray  of  the  paranasal  sinus  was  negative.  An  X-ray  of  the  ankle 
joint  showed  marked  narrow  ing  of  the  joint  space  with  cartilage 
destruction.  A chest  film  was  unremarkable. 


Figure  1 

On  the  right  is  an  X-ray  of  the  ankle  early  in  the  disease.  On 
the  left  is  an  X-ray  of  the  ankle  2 months  later  on  the  second 
admission.  Note:  the  progressive  joint  narrowing  secondarily  to 
cartilage  destruction. 

DR.  MERRIT  WARREN:  Before  we  begin  the  dis- 
cussion, I call  your  attention  to  the  serial  X-ray  of 
the  ankle  showing  progressive  changes  in  the  joint. 
(Fig.  I) 

This  case  introduces  the  topic  of  septic  arthritis 
in  an  adult.  Until  recently,  finding  Haemophilus  in- 
fluenzae (HI)  as  the  pathogen  would  necessitate  a 
discussion  of  septic  arthritis  in  children.  However, 
there  have  now  been  19  cases,1' 12  (this  being  the 
20th  case  reported),  of  HI  septic  arthritis  in  adults. 

Septic  arthritis  is  defined  as  the  invasion  of  the 
synovial  membrane  by  microorganisms,  usually  with 
extension  into  the  joint  space,  to  produce  close  space 
infection.13 

Review  of  the  pathogensis  of  septic  arthritis  re- 
veals three  routes  for  infection.  The  most  common 
source  is  bacteremia.  The  focus  for  the  initial  bac- 
teremia may  be  evident,  as  it  was  in  this  case,  ret- 
rospectively, because  the  patient  had  a preceding 
upper  respiratory  tract  infection.  However,  hema- 
togenous infection  of  a joint  may  also  occur  without 
an  identifiable  primary  focus  of  infection.  There  have 
been  reported  cases  of  septic  arthritis  following  en- 
doscopy and  clean  surgical  procedures,13  presumably 
secondary  to  transient  bacteremia. 

The  second  most  common  mechanism  for  joint 
infection  is  direct  inplantation  of  bacteria  into  a 
joint  space  from  an  exogenous  source.  Examples 
would  include  penetrating  wounds  and  intra-artic- 


ular  injections. 

The  third  and  least  common  mechanism  for  septic 
arthitis  is  extension  into  the  joint  from  adjacent 
osteomyelitis  or  cellulitis.13 

An  important  consideration  in  septic  arthritis  is 
the  presence  of  certain  underlying  or  predisposing 
host  factors.  Thirteen  of  the  20  patients  with  HI 
septic  arthritis  had  one  or  more  of  these  factors. 
They  include,  in  decreasing  frequency  of  occur- 
rences: chronic  alcoholism,  previous  joint  trauma, 
rheumatoid  arthritis,  marked  degenerative  osteoar- 
thritis, systemic  lupus  erythematosus  with  steroid 
therapy,  splenectomy,  diabetes  mellitus,  and  crys- 
talline joint  disease.  An  additional  predisposing  fac- 
tor in  septic  arthritis  not  observed  in  the  small 
number  of  cases  cited  above  is  the  existence  of  recent 
or  concomitant  immunosuppressive  therapy. 

The  anatomic  changes  that  occur  in  the  septic 
joint  depend  upon  the  severity  and  duration  of  the 
infection.  Initially,  synovial  membranes  become 
edematous  and  congested  and  the  joint  space  fills 
with  purulent  fluid.  (We  will  discuss  synovial  fluid 
findings  later.)  If  involved,  the  cartilage  usually  is 
destroyed  first  at  points  of  articular  contact.  This 
exposes  the  underlying  bone.  Fibrous  and  bony  pro- 
liferation occur  sequentially  in  an  attempt  to  repair 
the  defect.  The  reparative  tissue  may  overgrow  the 
remaining  peripheral  cartilage  resulting  in  ankylosis 
and/or  total  ossification  of  the  joint.  Without  treat- 
ment approximately  25%  of  patients  sustain  per- 
manent loss  of  function  of  the  involved  joint.13 

Haemophilus  influenzae  (HI)  is  a small,  encap- 
sulated or  nonencapsulated  pleomorphic  gram  neg- 
ative rod.  It  will  grow  in  an  aerobic  or  facultatively 
anerobic  environment. 

Growth  of  HI  requires  both  X and  V factors.  Fac- 
tor X,  often  referred  to  as  hematin,  is  really  not  a 
single  substance,  but  can  be  provided  by  several 
iron-containing  pigments  in  red  blood  cells.  X factor 
diffuses  from  intact  erythrocytes  and  is  available  in 
ordinary  blood  agar.1  Factor  V,  NAD  or  nicotin- 
amide adenine  dinucleotide,  however,  is  not  released 
by  intact  red  cells.  Therefore,  HI  can  be  most  easily 
grown  on  chocolate  agar,  made  by  heating  blood 
agar  to  80°-90°  C,  which  disrupts  the  red  cells  re- 
leasing Factors  V and  X,  or  on  other  special  media 
containing  both  X and  V factors. 

The  polysaccharide  capsule  is  a major  antigenic 
component  associated  with  virulence.  There  have 
been  6 specific  antigenic  capsular  types  described, 
designated  a-f.  The  most  virulent  of  these  capsular 
types  of  HI  is  type  b. 

Both  encapsulated  and  unencapsulated  strains  of 
HI  are  normal  inhabitants  of  the  upper  respiratory 
tract  in  a significant  number  of  people.  It  is  pos- 
tulated that  disease  may  result  from  the  absence  in 
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the  serum  of  protective  anticapsular  antibodies.  One 
study  found  that  anticapsular  antibodies  against  HI 
type  b were  present  in  95%  of  adults  studied  but 
were  much  less  common  in  children.14  If  true,  this 
would  explain  the  prevalence  of  HI  infections  in 
young  children  and  the  relative  absence  of  the  disease 
in  adults.  An  HI  vaccine  derived  from  capsular  an- 
tigens is  now  being  investigated. 

Until  1974,  HI  was  sensitive  to  most  penicillins— 
penicillin  G,  ampicillin,  amoxicillin,  carbenicillin 
and  ticarcillin.  Ampicillin  was  the  drug  of  choice. 
In  1974,  ampicillin-resistant  strains  were  reported 
in  several  countries  including  the  United  States.  To- 
day’s case,  in  fact,  involved  an  infection  with  am- 
picillin-resistant HI.  The  mechanism  of  resistance 
is  the  plasmid-mediated  production  of  beta  lacta- 
mase (penicillinase)  which  disrupts  the  beta  lactam 
ring  of  the  penicillin  molecule.15  The  semisynthetic 
penicillins  are  resistant  to  beta  lactamase,  but  do 
not  have  very  much  intrinsic  activity  against  HI. 

Erythromycin,  tetracycline,  and  trimethoprim- 
sulfamethoxazole  are  effective  in  treating  less  serious 
infections,  but  have  not  been  effective  in  treating 
more  serious  infections,  such  as  bacteremias.  The 
parenteral  trimethoprim  sulfamethoxazole  recently 
marketed  shows  promise. 

Chloramphenicol  has  excellent  activity  against  HI 
infections.  In  addition,  it  readily  crosses  the  blood- 
brain  barrier.  In  serious  infections  with  ampicillin- 
resistant  HI,  chloramphenicol  is  now  the  drug  of 
choice.  This  is  especially  true  of  central  nervous 
system  infection  since  chloramphenicol  penetrates 
the  blood  brain  barrier  reasonably  well. 

Of  interest  to  physicians  in  Sioux  Falls  is  the  Sioux 
Valley  Hospital  antibiogram  from  September,  1980 
to  April,  1981.  You  will  notice  a 10%  incidence  of 
ampicillin-resistant  HI. 


Table  I 

ANTIBIOGRAM  (September,  1980-April,  1981)  Sioux 
Valley  Hospital 

HEMOPHILUS  INFLUENZAE 


Sensitive 

Resistant 

Amikacin 

80% 

20% 

Ampicillin 

90% 

10% 

Carbenicillin 

94% 

6% 

Cephalothin 

98% 

2% 

Chloramphenicol 

100% 

0% 

Gentamicin 

94% 

6% 

Ranamycin 

94% 

6% 

Sulfa  Trimethoprim 

62% 

38% 

Tetracycline 

100% 

0% 

Tobramycin 

96% 

4% 

Nalidixic-Acid 

100% 

0% 

Nitrofurantoin 

98% 

2% 

The  accurate  diagnosis  of  septic  arthritis,  espe- 
cially in  an  adult,  is  no  easy  task,  as  is  pointed  out 


by  this  case.  In  dealing  with  an  acute  monoarticular 
arthritis,  the  differential  diagnosis  is  as  listed: 


Table  II 

DIFFERENTIAL  DIAGNOSIS  OF  ACUTE 
MONOARTICULAR  ARTHRITIS 

1.  Infection 
—Gonococcal 

— Non-gonococcal 

2.  Trauma 

3.  Reiter’s  syndrome 

4.  Rheumatoid  variants 
—Juvenile  arthritis 

— Rheumatoid  arthritis 

5.  Sarcoid  arthropathy 

6.  Crystal  deposition  disease 
—Gout 

— Pseudogout 

7.  Acute  rheumatic  fever 

8.  Tumor  — villonodular  synovitis 

9.  Intermittent  hydrarthrosis 


The  history  of  pre-existing  conditions  can  be  very 
helpful,  but  can  also  be  a source  of  confusion. 
Trauma,  rheumatoid  arthritis,  and  crystal-deposi- 
tion disease  all  predispose  patients  to  septic  arthritis. 
All.  however,  can  also  present  as  an  acute  mono- 
articular arthritis. 

A history  consistent  with  migratory  polyarthalgia 
or  polyarthritis  before  localization  to  a single  joint 
is  extremely  helpful.  Except  for  meningococcal  in- 
fection, gonococcal  arthritis  is  the  only  known  cause 
of  infectious  polyarthritis.  Rheumatic  fever  classi- 
cally affects  multiple  joints,  but  does  so  in  a mi- 
gratory pattern,  never  localizing  to  a single  joint  for 
an  extended  time. 

The  most  important  diagnostic  procedure  the  cli- 
nician can  perform  in  a case  of  an  acute  monoar- 
ticular arthritis  is  to  remove  synovial  fluid  for 
examination.  Specific  aspiration  technique  will  not 
be  reviewed.  I will  only  caution  you  to  use  aseptic 
technique,  including  a 5 minute  surgical  scrub  of 
the  skin  overlying  the  joint. 

Once  fluid  has  been  obtained,  it  should  be  sent 
for  total  and  differential  cell  count,  glucose,  protein, 
crystal  identification,  mucin  clot  test,  viscosity,  gram 
stain,  acid  fast  stain  and  culture  on  media  such  as 
chocolate  agar  capable  of  isolating  gonococci,  men- 
ingococci and  hemophilus  organisms.  Optional  tests 
that  may  be  helpful  include  complement  level  and 
test  for  rheumatoid  factor.  A simultaneous  blood 
glucose  should  be  obtained  for  comparison  to  sy- 
novial fluid  glucose. 

As  can  be  seen  by  referring  to  the  chart  on  synovial 
fluid  characteristics,  (Table  III),  The  clinician  can 
quickly  begin  to  classify  the  etiology  of  the  acute 
joint  effusion.  The  fluid  obtained  in  this  case  re- 
vealed 100,000  WBC’s— 96%  of  which  were  neu- 
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Characteristics  of  synovial  fluid 
in  various  disease  states 

Disease  Appearance 

Table  III 

Mucin  Clot.  Leukocytes 

String  Test,  per  ml 

Viscosity  (approximate) 

Glucose: 
Serum/Synovial 
Fluid  Difference 
Mg%  (approx) 

Crystals 

Comments 

(Normal) 

Clear, 

straw- 

colored 

Good 

75  (15%  poly- 
morphonuclear 
leukocytes) 

10% 

None 

Group  I:  Noninflammatory 

Acute 

traumatic 

arthritis 

Clear  or 
bloody 

Good 

1000  (25%  poly- 
morphonuclear 
leukocytes) 

10% 

None 

Red  blood 
cells  may 
be  present 

Osteo- 

arthritis 

Clear 

straw- 

colored 

Usually 

good 

1000  (15%  poly- 
morphonuclear 
leukocytes) 

10% 

None 

Occasional 

cartilage 

fragments 

Systemiclupus 

eryhematosus 

Clear  or 
cloudy 

Fair 
to  good 

1000  to  5000 
(10%  to  15%  poly- 
morphonuclear 
leukocytes) 

10% 

None 

Occasional 
LE  cells 

Group  II:  Inflammatory 

Rheumatoid 

Arthritis 

Cloudy, 

light 

yellow 

Poor 

10,000  to  20,000 
(60%  to  75%  poly- 
morphonuclear 
leukocytes) 

20% 

None 

Ragocytes, 

occasional 

cholesterol 

crystals 

Gout 

Cloudy, 
white  or 
yellow 

Poor 

10,000  to  20,000 
(60%  to  70% 
polymorpho- 
nuclear 
leukocytes) 

10% 

Sodium 

urate 

Strongly 

negative 

birefringent 

crystals 

Pseudogout 

Cloudy, 

white 

Fair 
to  poor 

10,000  to  40,000 
(60%  to  70%  poly- 
morphonuclear 
leukocytes) 

10% 

Calcium 

pyrophos- 

phate 

Weakly 

positive 

birefringent 

crystals 

Rheumatic 

fever 

Slightly 
cloudy 
or  clear 

Usually 

good 

10,000  (50%  poly- 
morphonuclear 
leukocytes) 

10% 

None 

Group  III:  Infectious 

Infectious 

arthritis 

(bacterial) 

Cloudy, 
gray  or 
yellow 

Poor 

50,000  to  75,000 
(90%  poly- 
morphonuclear 
leukocytes) 

50% 

None 

Tuberculous  Cloudy,  Poor  25,000  (50%  poly- 
arthritis gray  or  morphonuclear 

yellow  leukocytes) 

“Synovial  Fluid  Analysis  in  the  Diseases  of  the  Joint”, 

Bernard  Germain,  IVI.D.,  Upjohn  Co.,  1976. 

20%  to  50% 

None 

Biopsy 
may  be 
necessary 

trophils.  The  fluid  was  turbid,  had  a poor  mucin 
clot  and  no  crystals  were  seen.  This  is  certainly  con- 
sistent with  an  infectious  etiology. 

Both  aerobic  and  anerobic  synovial  fluid  cultures 
and  antimicrobial  susceptibility  testing  should  be 
obtained.  Gram  stains  do  not  always  agree  with  the 
culture  reports.  This  is  especially  true  with  He- 
mophilus influenzae.  Out  of  the  20  cases  studied, 
gram  stain  results  are  reported  in  10  of  them.  Only 
two  gram  stains  correctly  identified  pleomorphic 
gram  negative  rods.  No  organisms  were  seen  in  three 
gram  stains,  and  five  of  the  gram  stains  incorrectly 
identified  the  organisms.  Of  these  5,  two  were  listed 


as  gram  positive  diplococci,  two  as  gram  positive 
cocci,  and  one  as  gram  negative  diplococcus. 

This  leads  into  a discussion  of  the  use  of  coun- 
terimmunoelectrophoresis  (CIE)  in  the  diagnosis  of 
septic  arthritis.  CIE  is  a sensitive  technique  which 
can  be  performed  in  several  hours  and  is  used  to 
identify  certain  bacterial  antigens  present  in  body 
fluids.  Known  antibody  and  unknown  antigen  (sy- 
novial fluid)  are  placed  in  wells  in  an  agarose  gel 
slide.  Electrophoresis  is  carried  out.  The  antibody 
forms  a band  of  percipitate  with  any  antigen  present. 
Organisms  that  can  be  identified  include  HI,  Strep- 
tococcus pneumoniae  (pneumonococcus),  and  neis- 
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serria  meningitidis.  The  test  will  be  positive  if  or- 
ganisms are  present,  even  if  the  organisms  are  not 
viable  or  if  growth  has  been  suppressed  with  partial 
antibiotic  therapy. 

Synovial  fluid  complement  levels  may  be  helpful 
in  differentiating  between  several  diseases.  In  non- 
inflammatory fluid,  levels  are  generally  low  since 
the  serum  proteins  of  the  complement  sequence  do 
not  cross  the  intact  synovium.  With  inflammation, 
complement  readily  crosses  the  inflammed  synov- 
ium, and  levels  may  approach  that  of  the  serum. 
Reiter’s  syndrome  may  be  associated  with  very  el- 
evated synovial  fluid  complement  levels.  An  ex- 
ception to  this  rule  is  rheumatoid  arthritis.  Even 
though  it  is  an  inflammatory  disease,  it  appears  as 
though  complement  components  are  consumed  in 
an  immune  reaction  resulting  in  low  synovial  fluid 
complement  levels  in  rheumatoid  arthritis.16 

Cultures  should  be  obtained,  as  indicated,  from 
every  possible  source  of  hematogeneous  spread,  in- 
cluding blood,  sputum,  spinal  fluid  and  urine.  If 
gonorrhea  is  suspected,  then  the  throat  and  ano- 
genital areas  should  be  cultured  also. 

Laboratory  tests,  on  serum  including  erythrocyte 
sedimentation  rate  (ESR),  flourescent  antinuclear 
antibody  (FANA),  test  for  rheumatoid  factor,  and 
uric  acid  levels  may  be  helpful. 

Rheumatoid  factor  was  falsely  positive  in  the  case 
today.  A positive  test  will  usually  have  a titre  1:80 
or  higher.  A quantitative  level  was  not  mentioned. 

A chest  X-ray  which  reveals  bilateral  hilar  ad- 
enopathy would  be  helpful  in  diagnosing  sarcoid 
arthropathy. 

Routine  X-rays  of  infected  joints  are  usually  nor- 
mal early  in  the  disease.  Bony  erosions  and  joint 
space  narrowing  may  be  seen  within  two  weeks.  Bone 
scans  give  the  earliest  evidence  of  osteomyelitis,  and 
should  be  obtained  if  this  entity  is  suspected. 

Overall,  then,  synovial  fluid  analysis,  including 
cultures,  CIE,  and  gram  stains  are  most  useful  in 
diagnosing  septic  arthritis.  Other  tests  are  needed 
for  the  diagnosis  of  non-infectious  acute  arthritis. 

The  successful  treatment  of  septic  arthritis  is  three- 
fold: parenteral  antibiotics,  joint  drainage,  and  early 
immobilization  of  the  involved  joint.  Antibiotics 
must  be  administered  systemically,  and  in  some 
cases,  such  as  arthritis  due  to  Staphylococcus  aureus, 
for  an  extended  period  of  time.  Obtaining  synovial 
fluid  for  culture,  anti-microbial  susceptibility,  and 
CIE  before  institution  of  treatment  is  crucial.  Cul- 
tures should  be  obtained  during  the  early  course  of 
treatment,  also,  to  insure  that  adequate  treatment 
is  being  given. 

Specific  antibiotic  selection  hinges  on  the  culture 
and  antimicrobial  susceptibility  report.  The  follow- 
ing chart  lists  the  specific  recommendations  for  var- 


ious organisms.  (Table  IV). 


Table  IV 

Organism 

Drug  of  Choice 

Alternative 

Staphylococcus  aureus 
penicillinase  + 

Nafcillin 

Cefzolin 

Staphylococcus  aureus 
penicillinase  (— ) 

Penicillin  G 

Cefzolin 

Staphylococcus  pyogenes 
S.  pneumonia 
Neisseria  gonorrhoeae 

Penicillin  G 

Cefzolin 

Hemophilus  influenzae 

Ampicillin 

Chloramphenicol 

Escherichia  coli 
Proteus  mirabilis 

Ampicillin 

Cefazolin 

Non-mirabilis  Proteus 
Klebsiella  spp 
Enterobacter  spp 
Serratia  spp 

Gentamicin 

+ 

Carbenicillin 

Chloramphenicol 

Salmonella  spp 

Chloramphenicol 

Ampicillin 

Pseudomonas  aeruginosa 

Aminoglycoside 

+ 

Carbenicillin 

Polymyxin  B 

Bacteroides  fragilis 

Chloramphenicol 

Clindamycin 

Bacteroides 

melaninogenicus 

Penicillin  G 

Chloramphenicol 

From  Infectious  Diseases,  P. 

Hoeprich,  ed.  2nd  Edition 

Duration  of  antibiotic  therapy  should  extend  one 
week  past  defervescence  and/or  cessation  of  any  joint 
effusion.13  The  final  week  of  treatment  may  be  by 
the  oral  route  if  adequate  absorption  with  appro- 
priate blood  levels  occur.  As  noted  in  table  IV,  a 
two-drug  combination  of  an  aminoglycoside  plus 
carbemcillin/ticarcillin  is  recommended  for  certain 
gram  negative  bacilli. 

Joint  drainage,  especially  if  treatment  is  instituted 
early  in  the  course  of  the  disease,  can  be  carried  out 
through  repeated  percutaneous  needle  aspirations. 
Saline  solution  can  be  used  to  irrigate  the  joint,  re- 
moving cellular  and  necrotic  debris.  This  may  need 
to  be  done  on  a daily  basis.  If  conservative  treatment 
of  the  joint  fails  within  the  first  several  days,  and 
purulent  synovial  fluid  becomes  loculated,  or  is  too 
thick  to  aspirate  through  a needle,  then  surgical 
drainage  is  indicated.  Difficulty  in  aspiration  due  to 
the  above  causes  most  often  occurs  when  there  has 
been  a delay  in  diagnosis  and  treatment.  Deep  joints, 
especially  the  hip,  often  need  open  drainage  at  the 
time  of  diagnosis  or  within  24  hours. 

Early  immobilization  of  affected  joints  helps  re- 
duce joint  pain  and  aids  in  resolution  of  synovial 
effusions.  For  hips  and  knees,  traction  is  the  best 
means  of  immobilization.  In  addition  to  immobi- 
lizing the  joint,  traction  relieves  muscle  spasm,  pro- 
tects against  contractures,  relieves  pressure  on  the 
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joint  cartilage,  and  facilitates  aspiration  and  ex- 
amination of  the  joint.  Once  the  fever  abates  and 
the  local  reaction  has  subsided,  physical  therapy 
should  be  started  to  reestablish  function  and  prevent 
any  joint  deformity. 

Prognosis  depends  on  how  early  the  diagnosis  of 
septic  arthritis  is  made,  and  when  appropriate  an- 
tibiotics were  started. 

Dr.  Merritt  Warren’s  Diagnosis: 

Septic  Arthritis  Due  To  Haemophilus  Influenzae 

DR.  BARLOW:  This  is  an  excellent  example  of  an 
infection  by  HI  in  an  adult.  These  adult  infections 
have  been  increasing  and  have  involved  a variety 
of  sites  which  appear  in  table  V.  The  subject  of  HI 
infections  in  adults  has  been  nicely  reviewed  by 
Hirschmann  and  Everett.1 


Table  V 

HAEMOPHILUS  INFECTIONS  IN  ADULTS 

1.  Acute  Sinusitis 

2.  Acute  epiglottitis 

3.  Chronic  bronchitis 

4.  Pneumonia,  pulmonary  abscess,  empyema 

5.  Pericarditis  (6  cases) 

6.  Endocarditis  (7  cases) 

7.  Meningitis  (over  100  cases) 

8.  Urinary  tract  infections 

9.  Acute  salpingitis,  acute  endometritis 

10.  Acute  appendicitis 

11.  Biliary  tract  infections 

12.  Septic  arthritis 

13.  Post  splenectomy  septicemia 

14.  Cellulitis 

15.  Infections  with  immunoglobulin  deficiency 


Dr.  Warren  has  discussed  the  bacteriology  of  this 
facultatively  anaerobic  gram  negative  strict  human 
parasite  which  shows  a characteristic  pleomorphic 
coccobacillary  morphology  on  gram  stain.  As  in- 
dicated by  Dr.  Warren,  it  should  be  noted  that  unless 
the  gram  stain  is  properly  performed  and  interpre- 
tated  by  someone  with  experience,  a missed  diag- 
nosis can  be  made.  The  organism  is  part  of  the 
normal  flora  of  the  upper  respiratory  tract.  Although 
encapsulated  forms,  particularly  type  b,  are  the  most 
common  causes  of  systemic  infections,  localized  in- 
fections by  non-encapsulated  forms  occur.  Because 
of  the  requirement  for  X and  V factors,  we  find 
enriched  chocolate  agar  by  far  the  most  useful  me- 
dium to  isolate  this  pathogen.  The  medium  is  now 
commonly  made  by  adding  an  enriched  supplement 
to  a hemoglobin  solution. 

The  determination  of  ampicillin  resistance  is  of 
utmost  importance.  Available  to  even  small  labo- 


* Resident  in  Family  and  Community  Medicine,  Sioux  Falls, 
SD. 


ratories  is  the  ability  to  determine  whether  HI  pro- 
duces beta  lactamase  or  penicillinase,  the  usual  cause 
of  a ampicillin  resistance.  Simple  methods  of  de- 
tection include:  A)  iodometric,  B)  acidometric,  and 
C)  nitrocelfin  methods.  We  use  the  acidometric 
method  which  is  sensitive  and  reproducible  in  our 
hands.  The  nitrocelfin  method  is  highly  tauted  but 
the  reagent  is  expensive  and  hard  to  obtain. 

Dr.  Warren  has  pointed  out  that  vaccines,  using 
either  capsular  antigens  or  one  using  the  fact  that 
antigens  in  the  enterobacteriaceae  are  shared  by  HI 
organisms,  are  being  evaluated. 

In  1933,  Fothergill  and  Wright  studied  the  ability 
of  defibrinated  whole  blood  from  133  individuals 
of  various  ages  in  regard  to  the  ability  to  kill  HI  in 
vitro.  Bacteriocidal  activity  was  almost  invariably 
present  from  birth  to  two  months  of  age,  generally 
absent  from  two  months  to  3 years  of  age,  and  in- 
creasingly common  during  later  childhood.  This  in- 
formation has  been  used  for  many  years  to  explain 
the  high  incidence  of  HI  infections  in  children  from 
2 to  36  months  of  age.  However,  there  have  been 
an  increasing  number  of  infections,  not  only  in 
adults,  as  we  have  already  pointed  out,  but  also  in 
neonates  who  may  be  afflicted  by  cellulitis,  arthritis, 
meningitis,  and  generalized  sepsis  due  to  this  or- 
ganism. This  would  suggest  that  neonates  or  adults 
are  not  necessarily  immune  to  this  serious  pathogen. 
In  1974,  Norden  using  serum  rather  than  whole 
blood  showed  bacteriocidal  antibody  in  only  178  of 
833  (21%)  of  samples  from  individuals  20  years  of 
age  or  older.  The  antibody  was  especially  uncommon 
beyond  the  age  of  79  years.  It  was  only  present  in 
1 4 of  82  (8%)  of  individuals  in  this  age  group.  What 
is  more,  there  is  evidence  that  bacteriocidal  antibody 
measured  in  vitro  does  not  protect  against  serious 
HI  infections.  Patients  admitted  with  serious  sys- 
temic HI  infections  including  bacteremia  and  men- 
ingitis have  been  noted  to  have  serum  antibody  on 
admission  in  spite  of  the  serious  infections.1  Other 
experimental  and  epidemiologic  data  also  question 
the  protective  effect  of  these  antibodies.1  I think 
there  is  no  question  that  this  organism  must  be  con- 
sidered as  a potential  pathogen  at  all  ages. 

FINAL  DIAGNOSIS 

HAEMOPHILUS  INFLUENZAE  SEPTIC 
ARTHRITIS  IN  AN  ADULT 

*DR.  CAROL  DICKSON:  You  have  indicated  that 
ampicillin  is  the  drug  of  choice  against  HI.  Wouldn’t 
it  be  preferable  to  start  the  patient  on  both  ampicillin 
and  chloramphenicol  and  then  ampicillin  could  be 
continued  if  the  organism  is  not  a beta  lactamase 
producer  while  chloramphenicol  could  be  cancelled. 
On  the  other  hand,  if  the  organism  is  a beta  lac- 
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tamase  producer,  chloramphenicol  could  be  contin- 
ued and  ampicillin  could  be  discontinued. 

DR.  WARREN:  I agree,  this  is  customary  method 
of  therapy. 

*DR.  EARL  KEMP:  I want  to  emphasize  that  acute 
monoarticular  arthritis  can  be  due  to  a variety  of 
different  causes.  We  had  a postpartum  patient  who 
recently  manifested  in  this  way. 

DR.  WARREN:  Yes,  that  patient  was  given  rubella 
vaccine  postpartum  because  she  had  no  titer  of  ru- 
bella antibodies  during  her  pregnancy.  The  patient 
developed  a monoarticular  arthritis  which  showed 
many  segmented  neutrophils  in  the  synovial  fluid, 
but  was  culture  negative.  On  investigation  I found 
that  10-20%  of  adults  may  develop  arthritis  up  to 
6 weeks  after  the  vaccine.  As  many  as  one-third  of 
postpartum  women  may  develop  arthritis.  The  sy- 
novial fluid  cell  differential  tends  to  show  more  neu- 
trophils than  monocytes  in  this  entity.  Thus,  we  can 
add  viral  arthritis  to  our  differential  diagnosis. 
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benefits 

package: 


*Over  60  well  equipped  acute 
care  hospitals. 

*Selected  financial  assistance. 

‘Management  consulting. 

*An  array  of  professional 
service  skills  and  talents  to 
assist  you. 

‘Locations  from  coast 
to  coast. 


if  you’re  a Primary  care  Physician,  call 
for  yours  today. 


For  further  Information,  contact: 

Raymond  C.  Pruitt,  Director  Physician  Relations 

National  Medical  Enterprises 

11620  wilshire  Blvd.,  Los  Angeles,  California  90025. 

call  Toll-Free  800-421-7470 
or  collect  (213)  479-5526. 
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"The  Total  Health  care  Company." 

An  Equal  Opportunity  Employer  m/f 


BLACK  HILLS  SEMINAR  ON 
ADVANCES  IN 
CLINICAL  PEDIATRICS 

The  Fifth  Annual  Black  Hills  Seminar 
on  Advances  in  Clinical  Pediatrics — 
June  16-18,  1982,  at  Sylvan  Lake  Re- 
sort, Custer,  South  Dakota,  sponsored 
by  the  Department  of  Pediatrics  and 
Adolescent  Medicine,  University  of 
South  Dakota  School  of  Medicine. 
Guest  faculty  include  Drs.  Hugh  Mof- 
fett, Jane  Schaller,  Sylvan  Stool  and 
William  Strong.  For  complete  confer- 
ence information  contact: 

Lawrence  R.  Wellman,  M.D. 

Program  Coordinator 
Department  of  Pediatrics 
University  of  South  Dakota 
School  of  Medicine,  1100  S.  Euclid 
Sioux  Falls,  South  Dakota  57117-5039 

605-339-6578 


FOR  THE  DIABETIC 

The  glucometer  is  for  the  diabetic  patient, 
who  wants  to  know  his  or  her  blood  glucose 
level. 

The  glucometer,  a small,  lightweight, 
portable,  battery-operated,  calibrated, 
instrument  measures  quantitatively  the  glucose 
in  whole  blood.  It  is  used  with  Dextrostix 
Reagent  Strips. 


Call  Kreiser's  Surgical  and  we  will  help  you. 


for  your  home  health  care  needs 


21st  and  Minnesota,  Sioux  Falls,  S.D.  605/336-1155 
219  Omaha,  Rapid  City,  S.D.  605/342-2773 

1723  Geneva,  Sioux  City,  Iowa  712/252-0505 


CARE  FOR  YOUR  COUNTRY. 

As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  investment 
of  your  time.  You  will  broaden  your  professional  expe- 
rience by  working  on  interesting  medical  projects  in  your 
community.  Army  Reserve  service  is  flexible,  so  it  won’t 
interfere  with  your  practice.  You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve  meetings.  You’ll  also 
attend  funded  continuing  medical  education  programs.  You 
will  all  share  the  bond  of  being  civic-minded  physicians  who 
are  also  commissioned  officers.  One  important  benefit  of  being  an  officer  is 
the  non-connibutory  retirement  annuity  you  will  get  when  you  retire  from  the 
Army  Reserve.  To  find  out  more,  simply  call  the  number  below. 

ARMY  RESERVE.  BE  ALLYOU  CAN  BE. 


Please  phone  CPT  John  M.  Bray,  MSC  (collect)  at  1-612-854-7702/7328 
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ANNUAL  AND  BIANNUAL  LEASING  OF  ALL  MAKES  OF  AUTOMOBILES 

LEASING  IS  NOT  FOR  EVERYONE,  BUT  MEDICAL 
PEOPLE  ARE  OUR  SPECIALTY.  ALL  MAKES  OF 
AUTOS,  TRUCKS,  4 WHEELERS.  VARIOUS  PLANS 
TO  FIT  YOUR  NEEDS  OR  THE  PROFESSIONAL 
GROUPS  WITH  WHOM  YOU  ARE  ASSOCIATED. 
REFERENCES  ARE  GLADLY  FURNISHED  AND  WE 
WILL  WORK  WITH  YOUR  ACCOUNTANTS. 

3401  WEST  41st  STREET 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 

PHONE  336-3818 

C.  H.  "Chuck"  Point,  Mgr.  Home  phope  336-3168 


FOR  SALE 

PALM  SPRINGS,  CA.  — Large  medical 
practice  located  in  center  of  the  fastest- 
growing  U.S.  resort/retirement  area. 
1980  gross  $600,000  + . Perfect  for  one 
or  more  physicians  or  physicians-investor 
group.  Full  information  re.  this  complete 
medical  facility  upon  request. 

Desert  Medical  Center 
43-576  Washington  St. 

Palm  Desert,  Ca.  92260 

(714)  345-2696 


The  following  is  excerpted  from  the 
September,  1981 , issue  of 
The  Management  Consultant's 
Advisory.  This  is  just  one  of  ten 
articles  appearing  monthly.  The 
Advisory  is  written  and  published 
by  Leif  C.  Beck  of  Management 
Consulting  for  Professionals,  Inc. 
Mr.  Beck  also  authors  a series  of 
articles  appearing  each  month  in 
Pennsylvania  Medicine. 

Scheduling 

TRY  SOME  “WAVE 
SCHEDULING”  TO  KEEP 
PATIENTS  ON  TIME 


Most  doctors'  office  hours  are  on  a so- 
called  "stream”  approach  whereby  patients 
are  scheduled  in  equal  intervals  throughout 
each  office  session  Thus  a doctor  may  be 
committed  to  see  patients  at  9:00,  9 1 0. 
9:20,  9:30  and  so  on  regardless  of  the  varia- 
tions among  those  patients.  Little  wonder, 
then,  that  late  arrivals  and  time-consuming 
patient  problems  compound  themselves  as 
the  day  progresses. 

An  alternative  appointment  approach  is 
known  as  "wave  scheduling  It  calls  for 
scheduling  a number  of  patients  at  one  time 
and  none  in  the  succeeding  time  slots  on  an 
expectation  that  the  visits  will  average  out  in 
time  usage  While  some  physicians  and 
staff  members  have  resisted  the  approach 
saying  "It  won't  work  for  us,"  we  have  seen 


it  successfully  applied  by  a variety  of 
practices 

There  is  no  single,  magic  wave  schedule 
appropriate  for  all  offices.  Each  practice, 
and  even  each  doctor  within  the  practice,  is 
different  and  should  create  a schedule  that 
fits  the  circumstances.  Some  elements  ot 
the  wave  concept  should  be  useful  to  most 
doctors,  and  efforts  to  find  the  right  patterns 
can  reap  a variety  of  rewards  Waves  can 
be  used  for  some  hours  of  some  days,  while 
different  waves  or  none  at  all  could  be 
scheduled  for  other  hours.  At  any  rate,  there 
is  little  excuse  in  not  experimenting  with  the 
many  possibilities. 

One  often  successful  wave  approach 
uses  the  following  guidelines 

1 Determine  how  many  patients  can  and 
should  be  seen  in  each  hour  (which 
could  be  different  for  different  hours). 

2.  Schedule  half  of  each  hour's  patients 
at  the  beginning  of  each  hour. 

3.  Spread  the  other  half  of  those  patients 
through  the  second  half  of  the  hour. 

Under  this  guideline,  a doctor  wishing  to  see . 
six  patients  in  his  first  morning  hour  might 
have  three  scheduled  for  9:00.  two  at  9:30 
and  one  at  9:45. 


ACTION  NOTE— Try  various  "wave 
scheduling"  approaches  to  make  your 
office  hours  accommodate  patients 
on  time;  set  up  a routine  for  certain 
hours,  evaluate  its  success  and  con- 
tinue experimenting  until  the  most 
effective  pattern  is  developed. 


management 

consultant's 

advisory 

MCA  PUBLICATIONS 
P.O.  Box  126 

Bala  Cynwyd,  Pennsylvania  19004 

D Please  send  me  more  information 

on  the  Advisory 
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DOCTORS  NEEDED 

Doctors  needed  in  Wisconsin  and 
Minnesota,  all  specialties,  all  loca- 
tions. For  confidential  information 
mail  your  C.V.  to: 

Medicus 

1525  Wisconsin  Avenue 
Grafton,  Wisconsin  53024 


WANTED 

Two  Family  Practice  physicians  to  join 
established  Family  Practice  Clinic  in  a 
southeastern  South  Dakota  community 
offering  the  many  advantages  of  rural 
living.  This  community  is  located  near 
the  larger  metropolitan  areas.  If  in- 
terested send  curriculum  vitae  to 

Physician  Recruitment 
Committee 
St.  Benedict  Hospitai 
Glynn  Drive 
Parkston,  S.D.  57366 

605-928-32 1 1 


FAMILY  PRACTITIONER 

Board  certified/eligible  Family  Practitioner 
needed  for  Clay-Union  Health  Foundation,  a 
non-profit  organization  that  operates  clinics  in 
Alcester,  and  Elk  Point.  Recruitment  is  for  the 
Community  Health  Clinic  in  Elk  Point,  a newly 
built  3500  sq.  ft.  clinic  complete  with  new  med- 
ical equipment.  Partial  funding  is  through  a 
fourth  year  Rural  Health  Initiative  Grant.  Com- 
pensation is  negotiable.  A Physician's  Assistant 
is  currently  practicing  at  the  site.  Six  M.D.'s,  a 
47-bed  community  hospital  and  the  USD  School 
of  Medicine  are  located  in  Vermillion,  16  miles 
away.  Modern  diagnostic  and  consultation 
services  in  nearby  Sioux  Falls,  Sioux  City,  Ver- 
million and  Yankton  supplement  the  onsite  x- 
ray  and  laboratory  facilities.  Good  recreational 
opportunities  in  this  friendly,  rural  community 
of  1700.  Position  available  Aug.  1982.  Contact 
Laurie  Knutson,  Project  Director,  Clay-Union 
Health  Foundation,  Box  722,  Elk  Point,  S.D. 
57025. 


NATIONAL  LIMBS,  INC. 

Orthosis  & Prosthesis 
Breast  Prosthesis 
& Supports 

620  West  18th  St. 

Sioux  Falls,  S.D.  57104 
(605)  336-0822 


p(  ttU'Jite  ft 


Charles  M.  Jensen  C.O.,  Pres. 
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AMPAC/SODAPAC 


The  American  Medical  Political  Action  Com- 
mittee celebrated  its  20th  anniversary  this  past  year. 
At  a conference  held  in  Washington  in  September 
1981  to  celebrate  this  event  and  to  provide  an  ed- 
ucational experience  in  politics  for  the  physicians 
attending,  both  Democrat  and  Republican  leaders 
in  Congress  praised  AMPAC  for  its  important  role 
in  the  last  election.  They  urged  an  even  greater  role 
for  AMPAC  and  the  associated  state  PAC’s  in  the 
future.  Senator  Wendell  Ford  (D.  Ky.)  told  AMPAC 
members  that  “You  people  wrote  the  book  on  how 
to  make  a PAC  work,  and  without  question,  your 
organization’s  record  of  success  stands  alone”. 

The  1980’s  promise  to  bring  major  changes  for 
everyone  is  coming  true.  A review  of  medical  ad- 
vances for  1981  confirms  this  fact.  But  there  are 
words  and  phrases  promising  even  greater  changes 
in  the  near  future,  which  involve  the  legislative 
process;  such  words  as  pro-competition,  consumer 
choice,  health  planning,  block  grants,  physician  sur- 
plus, FTC,  HMO,  PSRO,  private  review.  Medicare 
and  Medicaid  budget  reduction,  tuition  waiver 
agreement,  medical  malpractice  crisis,  chiropractic, 
allied  health  professions,  medical  licensure,  health 
insurance,  deregulation  of  health  care  providers, 
hospital-owned  primary  care  clinics,  Medicare 
vouchers,  — to  name  a few  current  issues.  All  of  these 
are  among  current  legislative  issues  somewhere  in 
the  country. 

None  of  us  are  too  busy  to  not  be  concerned  as 


to  how  we  can  best  influence  the  legislative  process 
for  the  good  of  medicine  — for  the  good  of  both  phy- 
sician and  patient. 

SoDaPAC  has  an  outstanding  record  in  providing 
bipartisan  support  to  legislative  candidates  sup- 
porting your  right  to  practice  medicine  in  a free 
society.  SoDaPAC  and  AMPAC  both  need  your  fi- 
nancial support.  I heard  that  some  health  care  pro- 
viders begin  each  year  by  contributing  a thousand 
dollars  for  their  own  political  action  group.  Yet, 
SoDaPAC/AMPAC  will  consider  you  a sustaining 
member  for  $100  a year!  This  is  a bargain! 

We  should  all  be  active  politically— It  is  our  right 
as  a citizen.  No  one  can  represent  you  in  Pierre  or 
Washington  without  your  input.  You  must  do  it 
your  self. 

Won’t  you  become  involved?  I want  you  to  join 
SoDaPAC/AMPAC  by  writing  a personal  check  and 
mailing  it  today  to  SoDaPAC,  608  West  Avenue 
North,  Sioux  Falls,  South  Dakota  57104.  Thank 
you. 


Sincerely  yours. 


Bruce  Lushbough,  M.D.,  President 
South  Dakota  State  Medical  Association 
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THE 

ALUMNI 

FOUNDATION 

of  the 


UNIVERSITY  OF  SOUTH  DAKOTA 
SCHOOL  OF  MEDICINE 

The  University  of  South  Dakota  School  pf  Medicine  Alumni  Foundation  was  officially 
organized  in  1980.  It  is  a self-standing,  incorporated  organization.  It  is  responsible 
for  alumni  programming  and  raising  of  funds  for  general  support  of  the  School 
of  Medicine.  The  Foundation  works  closely  with  the  South  Dakota  Medical  School 
Endowment  Association  which  provides  funds  for  student  loans  and  scholarships 
and  for  research  support.  Both  organizations  are  administered  by  separate  Boards 
of  Directors  with  assistance  from  the  School  of  Medicine. 


As  of  1977  the  University  of  South  Dakota  School  of  Medicine  is  a four-year  degree 
granting  school,  and  through  the  Alumni  Foundation  the  school,  and  past  and 
present  students  will  be  better  served. 

Contributions  may  be  sent  to: 

Alumni  Foundation 
School  of  Medicine 
University  of  South  Dakota 
Vermillion,  South  Dakota  57069 
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First  Class 
First  Aid 


your 

office 


Recommend 


Broad-spectrum  antibacterial  • Handy  applicator  tip 


DESCRIPTION:  Each  gram  contains:  Aerosporln  - (Polymyxin  B Sulfate)  5,000  units, 
bacitracin  zinc  400  units,  neomycin  sulfate  5 mq  (equivalent  to  3 5 mg  neomycin  basel; 
special  white  petrolatum  qs;  in  tubes  of  1 oz  and  '/2  oz  and  V32  oz  (approx.)  toil  packets, 

INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated),  for 
topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in:  • infected 
burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary  pyodermas  (impetigo, 
ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily  infected  dermatoses  (eczema,  herpes, 
and  seborrheic  dermatitis)  • traumatic  lesions,  inflamed  or  suppurating  as  a result  of 
bacterial  infection,  Prophvlaclically,  the  ointment  may  be  used  to  prevent  bacterial  contami- 
nation in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 
permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or  in  the  external  ear  canal 
if  the  eardrum  is  perforated.  This  product  is  contraindicated  in  those  individuals 
who  have  shown  hypersensitivity  to  any  of  its  components. 

WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due 
to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive  -g 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of  neo-  w.ta,™ 
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mycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is  affected, 
especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other  aminoglycoside 
antibiotics  concurrently,  not  more  than  one  application  a day  is  recommended 
When  using  neomycin-containing  products  to  control  secondary  infection  in  the  chronic 
dermatoses,  it  should  be  borne  in  mind  that  the  skin  is  more  liable  to  become  sensitized  to 
many  substances,  including  neomycin  The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry  scaling  and  itching,  it  may  be  manifest  simply 
as  a failure  to  heal.  During  long-term  use  of  neomycin-containing  products,  periodic  exami- 
nation for  such  signs  is  advisable  and  the  patient  should  be  told  to  discontinue  the  product 
if  they  are  observed.  These  symptoms  regress  quickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoided  for  that  patient  thereafter. 
PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures 
should  be  taken  if  this  occurs. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles 
in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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DECREASED  TOTAL  WAKE  TIME  EVEN  AFTER  TWO  WEEKS  OF  THERAPY’ 


Secobarbital 
100  mg 


Methaqualone 
400  mg 


Chloral  hydrate 
1000  mg 


Ethchlorvynol 
500  mg 


DALMANE 
30  mg 


’p<0.01 

Adapted  from  Kales  A.  ef  al:  J Clin 
Pharmacol  17:207-213.  Apr  1977 


Glutethimide 
500  mg 


WITH  AN  UNSURPASSED  RECORD 
OF  EFFICACY  AND  SAFETY 


The  efficacy  of  Dalmane  (flurazepam  HCI/Roche)  has 
been  documented  in  185  studies  involving  9141  pa- 
tients suffering  from  one  or  more  of  the  three  major 
forms  of  insomnia-difficulty  falling  asleep,  staying 
asleep  and  sleeping  long  enough.2 

Relative  safety  was  demonstrated  in  a large  study  of 
2542  hospitalized  medical  patients.  Only  3.1%  of 
these  patients  reported  adverse  reactions-predomi- 
nantly  unwanted  residual  drowsiness.  None  of  the 
reactions  were  considered  serious  by  attending 
physicians.3 

FOR  SLEEP  WITHIN  17  MINUTES2 
AND  NO  WORSENING  OF  SLEEP 
ON  DISCONTINUATION 

Rapid  sleep  induction,  within  17  minutes  on  average, 
sets  the  stage  for  insomnia  relief.  And,  after  discontinu- 
ation of  Dalmane  for  periods  ranging  up  to  14  nights, 
no  worsening  of  sleep  compared  with  baseline 
was  observed.4 


provide  the  optimum  environment  for  the  onset  of 
natural  sleep.  If  hypnotic  therapy  is  required,  it  should 
be  given  for  the  shortest  time  at  the  lowest  effective 
dose  to  achieve  the  desired  goal. 

Consider  other  medications  the  patient  may  be  taking 
(including  alcoholic  beverages)  and  be  aware  of 
possible  drug  interactions.  Please  note  that  patients 
should  be  treated  for  underlying  physical  or  psycho- 
logical factors  before  therapy  with  a sleep  medication 
is  undertaken. 

DALMANEe 

flurazepam  HCI/Roche 

THE  STANDARD  OF  HYPNOTIC  EFFICACY 
FROM  THE  LEADER  IN  SLEEP  RESEARCH 


Should  insomnia  recur,  the  patient  may  require  guid-  / IOCHe'S  p,ease  see  reverse  side  for  a summary 

ance  in  setting  up  a regular  sleep  program  to  help  of  product  information. 


SLEEP-SPECIFIC 

DALMANEc 

flurazepam  HCI/Roche 

One  15-mg  capsule  h.s. -recommended  initial  dosage 
for  elderly  or  debilitated  patients. 

One  30-mg  capsule  h.s. -usual  adult  dosage 

(15  mg  may  suffice  in  some  patients). 

THE  STANDARD  FOR  HYPNOTIC  EFFICACY 
WITH  IMPORTANT  ADDED  BENEFITS 

• Well  tolerated2 

• No  chemical  interference  with  many  commonly  ordered 
laboratory  tests,  including  triglycerides,  uric  acid,  glucose. 
SGOT.  alkaline  phosphatase  and  total  protein56  (See  adverse 
reactions  section  of  complete  product  information.) 

• Compatible  with  chronic  warfarin  therapy;  no  unacceptable 
fluctuation  in  prothrombin  time  reported78 

UNLIKE  NONSPECIFIC  MEDICATIONS 
USED  FOR  SLEEP 

Tricyclic  antidepressants 

-which  are  not  sleep  specific,9  yet  are  sometimes  used  in 
nondepressed  patients  for  sleep 
-which  can  cause  transient  insomnia  in  the  elderly'0 
-which  can  require  careful  monitoring  in  cardiovascular 
patients10 

-which  have  strong  anticholinergic  effects'0 

Antihistamines 

-which  are  not  reliable  sleep-inducing  agents" 

-which  may  produce  stimulation  instead" 

-which  have  anticholinergic  effects" 

Major  tranquilizers 

-whose  side  effects  may  be  troublesome  for  nonpsychotic 
patients'2 

-where  tolerance  for  sedation  appears  rapidly12 

Dalmane  does  not  cause  significant  worsening  of  sleep 
beyond  baseline  levels  upon  discontinuation.4 

References:  1.  Kales  A,  et  al  J Clin  Pharmacol  77:207-213.  Apr  1977  2.  Data  on  file.  Medical 
Department,  Hoffmann-La  Roche  Inc  , Nutley  NJ  3.  Greenblatt  DJ.  Allen  MD.  Shader  Rl:  Clin 
Pharmacol  Ther  21 :355-361 . Mar  1977  4.  Kales  A,  el  al  Clin  Pharmacol  Ther  18: 356-363,  Sep 
1975  5.  Moore  JD,  Weissman  L:  J Clin  Pharmacol  76:241-244.  May-Jun  1976  6.  Spiegel  HE 
Data  on  file,  Medical  Department.  Hoffmann-La  Roche  Inc.,  Nutley  NJ  7.  Robinson  DS. 

Amidon  EL:  Interaction  of  benzodiazepines  with  warfarin  in  man.  in  The  Benzodiazepines. 
edited  by  Garattim  S.  Mussini  E.  Randall  LO.  New  York.  Raven  Press,  1973,  pp  641-646 

8.  Warfarin  Study:  Data  on  file,  Medical  Department.  Hoffmann-La  Roche  Inc  , Nutley  NJ 

9.  Baldessarim  RJ:  Drugs  and  the  treatment  of  psychiatric  disorders,  chap.  19.  in  Goodman 
and  Gilmans  The  Pharmacological  Basis  ol  Therapeutics,  ed  6 New  York,  Macmillan 
Publishing  Co  Inc.,  1980,  pp.  391-447  10.  Cole  JO,  Davis  JM:  Antidepressant  drugs,  chap. 

31  2.  in  Comprehensive  Textbook  ol  Psychiatry  II.  edited  by  Freedman  AM,  Kaplan  HI.  Sadock 
BJ,  ed  2.  Baltimore.  The  Williams  & Wilkins  Company,  vol  2.  1976,  pp.  1941-1956  11.  Douglas 
WW  Histamine  and  5-hydroxytryptamine  (serotonin)  and  their  antagonists,  chap.  26,  in 
Goodman  and  Gilmans  The  Pharmacological  Basis  of  Therapeutics,  ed  6.  New  York, 
Macmillan  Publishing  Co.  Inc  . 1980.  pp.  609-646  12.  Davis  JM,  Cole  JO:  Antipsychotic  drugs, 
chap  31,1,  in  Comprehensive  Textbook  ol  Psychialrylll . edited  by  Freedman  AM.  Kaplan  HI. 
Sadock  BJ.  ed  2 Baltimore.  The  Williams  & Wilkins  Company,  vol  2,  1976,  pp.  1921-1940 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling 
asleep,  frequent  nocturnal  awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  habits;  in  acute  or  chronic 
medical  situations  requiring  restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights  of  administration.  Since 
insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repeated  therapy  should  only  be  undertaken 
with  appropriate  patient  evaluation. 

Contraindications:  Known  hypersensitivity  to  flurazepam  HCI;  pregnancy. 
Benzodiazepines  may  cause  fetal  damage  when  administered  during  pregnancy. 
Consider  possibility  of  pregnancy  when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  pregnant. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants.  An  additive  effect  may  occur  if  alcohol  is  consumed 
the  day  following  use  for  nighttime  sedation.  This  potential  may  exist  for  several 
days  following  discontinuation  Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery,  driving).  Potential 
impairment  of  performance  of  such  activities  may  occur  the  day  following 
ingestion.  Not  recommended  for  use  in  persons  under  15  years  of  age 
Though  physical  and  psychological  dependence  have  not  been  reported  on 
recommended  doses,  abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication  for  a prolonged  period  of 
time.  Use  caution  in  administering  to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is  recommended  that  the 
dosage  be  limited  to  15  mg  to  reduce  risk  of  oversedation,  dizziness,  confusion 
and/or  ataxia.  Consider  potential  additive  effects  with  other  hypnotics  or  CNS 
depressants.  Employ  usual  precautions  in  severely  depressed  patients,  or  in 
those  with  latent  depression  or  suicidal  tendencies,  or  in  those  with  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness,  staggering,  ataxia 
and  falling  have  occurred,  particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably  indicative  of  drug 
intolerance  or  overdosage,  have  been  reported  Also  reported:  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl  pain, 
nervousness,  talkativeness,  apprehension,  irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating,  flushes,  difficulty  in 
focusing,  blurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  confusion,  restlessness,  hallucinations, 
and  elevated  SGOT,  SGPT  total  and  direct  bilirubins,  and  alkaline  phosphatase; 
and  paradoxical  reactions,  e g.,  excitement,  stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 

Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  recommended  initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI. 
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Teleconferencing  For  Continuing  Medical 
Education* 


Courtney  W.  Anderson,  M.D.** 

Alan  G.  Chute,  Ph.D.*** 

Robert  R.  Raszkowski,  M.D.,  Ph.D.**** 


ABSTRACT 

The  University  of  South  Dakota  School  of  Med- 
icine has  established  an  interactive  telephone  tele- 
conferencing network  and  is  presently  developing 
educational  programs  to  meet  the  continuing  medical 
education  needs  of  South  Dakota's  physicians. 

Physicians  face  a perennial  problem  of  keeping 
their  medical  knowledge  current.  In  South  Dakota, 
time,  distance,  and  severe  weather  conditions,  in  ad- 
dition to  the  problems  associated  with  leaving  one's 


* The  teleconferencing  system  described  in  this  article  has  been 
developed  under  Exchange  of  Medical  Information  Grant 
No.  80-001-03  from  The  United  States  Veterans  Adminis- 
tration to  the  University  of  South  Dakota  School  of  Medicine. 

The  opinions  stated  in  this  article  are  those  of  the  authors 
and  do  not  necessarily  represent  those  of  The  Veterans 
Administration. 

**  Associate  Dean,  University  of  South  Dakota  School  of  Med- 
icine, Sioux  Falls,  South  Dakota. 

***  Network  Director,  SDMIX,  University  of  South  Dakota 
School  of  Medicine,  Sioux  Falls,  South  Dakota. 

****Assistant  Professor,  University  of  South  Dakota  School  of 
Medicine,  Sioux  Falls,  South  Dakota. 


practice  may  limit  a physician's  ability  to  participate 
in  educational  programs.  A practical  alternative  to 
traditional  medical  education  programming  is  tele- 
conferencing of  continuing  medical  education 
(CME).  The  University  of  South  Dakota  School  of 
Medicine  has  established  an  extensive  telephone  te- 
leconferencing network  for  this  state.  The  use  of  this 
teleconferencing  network  allows  physicians  located 
throughout  the  state  to  receive  current  medical  ed- 
ucational programs  without  leaving  the  city  in  which 
they  practice. 


Teleconferencing 

Teleconferencing  is  a term  used  to  refer  to  meet- 
ings that  are  conducted  via  telephone  lines  between 
two  or  more  groups  of  individuals  who  are  physically 
separated.  The  South  Dakota  Medical  Information 
Exchange  (SDMIX)  teleconferencing  network  is  a 
low-cost  technique  for  bringing  people  together  via 
telephone  lines.  Learning  via  teleconferencing  has 
been  compared  with  the  traditional  face-to-face  lec- 
ture format.  Through  such  comparisons,  learning 
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by  teleconference  has  been  shown  to  be  as  effective 
as  the  traditional  lecture  format. 

Not  only  is  teleconferencing  as  educationally  suc- 
cessful as  face-to-face  learning,  but  it  is  an  inex- 
pensive, uncomplicated  means  of  communication. 
Anyone  with  access  to  a telephone  and  simple-to- 
operate  teleconference  equipment  can  use  telecon- 
ferencing. Many  of  the  physicians  in  South  Dakota 
are  located  great  distances  from  major  health  care 
centers  and  medical  teaching  facilities.  To  reach 
these  physicians  with  conventional  CME  programs 
and  to  provide  opportunities  for  professional  in- 
teraction, are  both  costly  and  difficult  because  of 
geographic  constraints.  The  SDMIX  teleconferenc- 
ing network  makes  it  possible  for  any  health  profes- 
sional to  participate  in  continuing  health  education 
programming  relevant  to  his  needs.  The  network 
can  substantially  reduce  travel  time  and  travel  costs 
during  a period  when  such  travel  must  be  curtailed 
or  eliminated  due  to  budgetary  constraints. 

The  SDMIX  network  will  provide  education  and 
communication  services  in  the  areas  of  educational 
teleconferencing  and  administrative  teleconferenc- 
ing. 

Educational  teleconferencing  is  a popular  format 
for  physicians,  as  well  as  other  health  care  providers. 
Teleconference  programs  use  supplemental  visual 
and/or  printed  materials  to  accompany  the  audio 
portion  of  the  presentation.  The  SDMIX  will  present 
60  continuing  health  education  programs  in  1982 
to  hospitals  that  subscribe  to  the  teleconference  net- 
work. In  addition  to  these  60  programs,  the  network 
will  encourage  others  to  use  teleconferencing  to  de- 
liver educational  programs  which  meet  the  needs 
of  special  interest  groups. 

Administrative  teleconferencing  is  a way  to  bring 
together  decision  makers  to  act  on  administrative 
issues.  At  a time  when  it  is  necessary  to  have  rapid 
communication,  it  may  be  both  financially  and  lo- 
gistically  impossible  to  frequently  bring  a large  staff 
together.  One  of  the  greatest  benefits  of  teleconfer- 
encing can  be  the  saving  of  both  the  cost  and  the 
time  associated  with  travel.  In  a state  such  as  South 
Dakota,  most  of  the  working  day  can  be  consumed 
by  travel  to  attend  a traditional  administrative 
meeting  which  itself  may  be  of  relatively  short  du- 
ration. Statewide  groups  involved  in  health  care, 
such  as  the  South  Dakota  Medical  Association,  may 
wish  to  utilize  the  teleconferencing  network  to  reduce 
costs  associated  with  travel. 

Educational  teleconferencing  and  administrative 
teleconferencing  are  innovative  methods  for  infor- 
mation exchange  in  a large  rural  state.  In  the  current 
economic  climate,  with  increasing  restrictions  on 
educational  and  administrative  travel,  an  electronic 
teleconferencing  network  is  fast  becoming  a fun- 


damental part  of  the  health  education  delivery  sys- 
tem in  the  state  of  South  Dakota. 

Summary 

The  University  of  South  Dakota  School  of  Med- 
icine has  established  a teleconferencing  network  to 
share  existing  medical  education  resources  within 
the  state  and  extend  the  academic  environment  to 
all  physicians. 

Teleconferencing  is  a cost-effective  educational 
delivery  system  because  it  can  present  current  med- 
ical information  simultaneously  to  large  numbers 
of  participants  located  in  widely  dispersed  areas  of 
the  state.  Physicians  receive  CME  programs  in  the 
communities  where  they  practice.  In  the  past,  time, 
distance,  and  severe  weather  conditions  have  limited 
the  conventional  delivery  of  CME  programs  and 
participation  in  administrative  meetings.  The 
SDMIX  teleconferencing  network,  which  is  mini- 
mally influenced  by  these  factors,  will  increase  the 
opportunity  for  educational  and  administrative 
communication  for  all  geographic  areas  in  South 
Dakota. 
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SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


Opportunity  for  Family  Physicians  to  Serve  as 
JCAH  Surveyors  For  Hospital  Ambulatory 
Health  Care  Facilities 

The  Joint  Commission  on  Accreditation  of  Hos- 
pitals (JCAH)  now  is  accepting  applications  from 
physicians  who  wish  to  be  considered  for  positions 
as  JCAH  surveyors  (“physician  field  representa- 
tives”) for  ambulatory  health  care  settings  in  hos- 
pitals. A list  of  the  qualifications  and  responsibilities 
for  this  position  is  attached. 

The  JCAH  requires  those  selected  to  attend  a 
three-day  training  session  which  will  be  held  next 
summer,  and  that  each  physician  selected  as  a sur- 
veyor agree  to  make  at  least  four  (4)  site  visits  of 
hospital  ambulatory  care  facilities  in  the  region  per 
year.  The  JCAH  will  reimburse  its  surveyors  for 
coach  air  travel  and  hotel  expenses,  $48  per  diem 
(for  food  and  sundries)  and  a consultants  fee  of  $ 100 
per  day. 

Qualifications 

1.  Currently  licensed  and  practicing  M.D. 

2.  A minimum  of  5 years  experience  practicing 
in  an  organized  ambulatory  care  setting  such 
as  a family  practice  center,  hospital  sponsored 
ambulatory  care  practice,  community  health 
center  or  multispecialty  group  practice  is  re- 
quired. 

3.  Broad  clinical  experience  and  knowledge  of 
the  operation  of  an  organized  ambulatory  care 
setting  must  be  demonstrated. 

4.  Clear  oral  and  written  communication  skills, 
as  well  as  the  abilities  to  observe,  educate  and 
relate  well  with  people  are  essential. 

Responsibilities 

1.  Evaluate  health  care  activities  of  the  organi- 
zation based  upon  specific  standards.  Specif- 
ically, evaluation  of  quality  assurance  activ- 
ities, medical  records,  quality  of  care,  radiology 
and  pathology  services  are  examples  of  the 
comprehensive  activities  involved. 

2.  In  conjunction  with  other  team  members,  re- 
sponsible for  developing  the  final  report  and 
conducting  a summation  conference. 


3.  Consultation,  education  and  evaluation  activ- 
ities are  an  ongoing  part  of  the  process. 

Those  interested  please  write  to  Ms.  Elizabeth 
Flanagan,  Joint  Commission  on  Accreditation  of 
Hospitals,  875  North  Michigan,  Chicago,  Illinois 
6061  1.  Applications  will  be  accepted  through  May 
1,  1982. 


PRELIMINARY  ANNOUNCEMENT 

TENTH  WONCA 
WORLD  CONFERENCE 
ON  FAMILY  MEDICINE 

MAY  20TH-24TH  1983 

The  address  lor  all  Conference  business  is: 

Tenth  WONCA  World  Conference  Secretariat 

c o College  of  General  Practitioners  Singapore 

4-A  College  Road 

Singapore  03  1 6 

REPUBLIC  OF  SINGAPORE 

Telephone  No.  2207730 

Telex  No.  RS  25086 


The  GAFP  Educational  Foundation  continues  its  flexible  enrollment 
policy  for  the  following  courses: 

PRIMARY  CARE  UPDATE  - 125  Credit  Hours 
(Enrollment  dates:  March  1,  March  15,  March  29,  April  12, 
1982) 

CARDIOLOGY  UPDATE  AND  REVIEW  - 40  Credit  Hours 

(Enrollment  dates:  March  1,  March  15,  March  29,  April  12, 
1982) 

INFECTIOUS  DISEASES  AND  THE  PRIMARY  CARE  PHYSICIAN 
- 50  Credit  Hours 

(Enrollment  dates:  March  1,  March  15,  March  29,  1982  • FINAL 
OFFERING) 

In  addition,  we  are  proud  to  announce  the  availability  of  three 
new  Special  Interest  Modules: 

SPORTSMEDICINE  - 8 Credit  Hours 
NUTRITIONAL  MANAGEMENT  - 8 Credit  Hours 
CARE  OF  THE  AGING  PATIENT  - 8 Credit  Hours 
These  Special  Interest  Modules  are  now  open  for  enrollment  and 
are  scheduled  to  begin  on  the  following  dates:  March  8,  March 
22,  April  5,  April  19,  May  7,  May  21,  1982.  Each  module  requires 
approximately  two  weeks  to  complete. 

All  GAFP  courses  have  been  reviewed  and  are  acceptable  for 
AAFP  prescribed/elective  hours  and  AMA  Category  1 credit. 
CONTACT: 

Patricia  Eubanks 

Suite  235,  1 1 Corporate  Square 
Atlanta,  Georgia  30329 

404/321-6887 
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Future  Meetings 


March 

Topics  in  Clinical  Medicine  Symposium,  Holiday  Inn  Downtown, 
Sioux  Falls,  S.D.,  March  26-27.  Contact:  Norma  Lubben,  Cen- 
tral Plains  Clinic,  2727  S.  Kiwanis  Ave.,  Sioux  Falls,  SD  57105. 
Phone:  (605)  331-3490. 

April 

1982  National  Conference  on  Rural  Primary  Care,  Jackson,  Miss., 
April  4-6.  1 5 hrs.,  AAFP  credits.  Contact:  Nellie  Brown, 
NRPCA,  P.O.  Box  1 2 1 1 , Waterville,  ME  0490 1-1211.  Phone: 
(207)  873-7784. 

Conference  On  Perinatal  Medicine,  Des  Moines,  1A.  Apr.  6-7. 
AMA  Category  I credits.  Contact:  Richard  M.  Caplan.  M.D.. 
Asso.  Dean  for  CME.  U.  of  Iowa  Coll,  of  Med..  Iowa  City.  IA 
52242. 


Otolaryngology  Clinical  Conference.  U.  of  Iowa.  Iowa  City.  IA. 
Apr.  9.  AMA  Category  1 credits.  Contact:  Richard  M.  Caplan. 
M.D..  Asso.  Dean  for  CME.  U.  of  Iowa  Coll,  of  Med..  Iowa 
City.  IA  52242. 


Mayo  Foundation  Outreach  Seminar— Pediatric  Infectious  Dis- 
ease, McKcnnan  Hosp.  Aud..  Sioux  Falls,  SD,  Apr.  16.  6 hrs. 
AAFP  & AMA  Category  I credits.  Cotact:  Ruth  Muchow.  Ed. 
Ctr.  Coord..  McKcnnan  Hosp..  800  E.  21st  St..  Sioux  Falls, 
SD  57101.  Phone:  (605)  229-8000. 


Iowa  Dermatological  Society  Meeting,  U.  of  Iowa,  Iowa  City. 
I A.  Apr.  16-17.  AMA  Category  1 credits.  Contact:  Richard  M. 
Caplan.  M.D..  Asso.  Dean  for  CME.  U.  of  Iowa  Coll.  ofMcd., 
Iowa  City.  IA  52242. 


Clinical  Management  of  Coronary  Disease  and  Dual-Mode  Ex- 
ercise Testing,  Orlando,  FL.,  April  16-18.  Fee:  $245.  13  hrs. 
AAFP  & AMA  Category  I credits.  Contact:  IMEC,  64  Inverness 
Dr.,  E„  Englewood,  CO  80112.  Phone:  (800)  525-8651. 


ECG  Interpretation  & Arrhythmia  Management,  Williamsburg, 
VA,  April  16-18.  Fee:  $245.  13  hrs.  AAFP  & AMA  Category 
I credits.  Contact:  IMEC,  64  Inverness  Dr.,  E.,  Englewood, 
CO  80 1 1 2.  Phone:  (800)  525-865 1 . 

1982  American  College  of  Cardiology  Annual  Session,  Atlanta, 
GA,  April  25-29.  Contact:  Meeting  Services  Dept.,  Am.  Coll, 
of  Cardiology,  9111  Old  Georgetown  Rd.,  Bethesda,  MD  20814. 

Annual  Allergy /Immunology  Course,  Apr.  29-May  1.17  hrs.  AMA 
Category  I credits.  Contact:  CME.  Univ.  of  Minn.,  Box  293 
Mavo  Memorial  Bldg..  420  Delaware  St.,  SE.  Minneapolis. 
MN  55455.  Phone  (612)  373-8012. 

May 

Postgraduate  Conference  On  Obstetrics  And  Gynecology:  Gy- 
necologic Surgery,  Univ.  of  Iowa  Hosp.  and  Clinics.  Iowa  City. 
IA.  May  3-4.  AMA  Category  I credits.  Contact:  Richard  M. 
Caplan.  M.D..  Assoc.  Dean  for  CME.  Univ.  of  Iowa  College 
of  Med..  Iowa  City.  IA  52242. 


Cardiology  Today,  Univ.  of  Iowa  Hosp.  and  Clinics,  Iowa  City, 
IA.  May  3-7.  AMA  Category  I credits.  Contact:  Richard  M. 
Caplan.  M.D..  Assoc.  Dean  for  CME.  Univ.  of  Iowa  College 
of  Med..  Iowa  City.  I A 52242. 

Mid  west  Conference  on  Geriatrics,  Univ.  of  Iowa  Hosp.  and 
Clinics.  Iowa  City.  IA.  May  6-7.  AMA  Category  I credits. 
Contact:  Richard  M.  Caplan.  M.D..  Assoc.  Dean  for  CME, 
Univ . of  Iowa  College  of  Med..  Iowa  City.  IA  52242. 


Ambulatory  Electrocardiography:  Clinical  Applications,  Meth- 
odology & Interpretation,  Las  Vegas,  NV,  May  7-9.  Fee:  $245. 
1 3 hrs.  AAFP  & AMA  Category  I credits.  Contact:  IMEC,  64 
Inverness  Dr.,  E.,  Englewood,  CO  80112.  Phone:  (800)  525- 
8651. 


Otolaryngology  Clinical  Conference,  Univ.  of  Iowa  Hosp.  and 
Clinics.  Iowa  City.  I A.  May  14.  AMA  Category  I credits.  Con- 
tact: Richard  M.  Caplan.  M.D..  Assoc.  Dean  for  CME,  Univ. 
of  Iowa  College  of  Med..  Iowa  City.  IA  52242. 


Cardiac  Rehabilitation,  St.  Louis,  MO,  May  14-15.  Fee:  $245. 
13  hrs.  AAFP  & AMA  Category  I credits.  Contact:  IMEC,  64 
Inverness  Dr.,  E.,  Englewood,  CO  80112.  Phone:  (800)  525- 
8651. 


Clinical  Management  of  Coronary  Disease  and  Dual-Mode  Ex- 
ercise Testing,  Chicago,  IL,  May  14-15.  Fee:  $245.  13  hrs. 
AAFP  & AMA  Category  I credits.  Contact:  IMEC,  64  Inverness 
Dr.,  E„  Englewood,  CO  80112.  Phone:  (800)  525-8651. 

Current  Concepts  in  Vitreo-Retinal  Disease  and  Surgery,  Crown 
Center  Hotel,  Kansas  City,  MO,  May  21-22.  Contact:  Con- 
tinuing Education,  KUMC,  39th  & Rainbow,  Kansas  City,  KS 
66103.  Phone:  (913)  588-4488. 

ECG  Interpretation  & Arrhythmia  Management,  San  Francisco, 
CA,  May  21-22.  Fee:  $245.  13  hrs.  AAFP  & AMA  Category 
I credits.  Contact:  IMEC,  64  Inverness  Dr.,  E.,  Englewood, 
CO  80 1 1 2.  Phone:  (800)  525-8651. 

Behavioral  Neurology,  Univ.  of  Iowa  Hosp.  and  Clinics,  Iowa 
City.  IA.  May  26-28.  AMA  Category  I credits.  Contact:  Richard 
M.  Caplan.  M.D..  Assoc.  Dean  for  CME.  Univ.  of  Iowa  College 
of  Med..  Iowa  City.  I A 52242. 


June 

Arrhythmias  & Cardiac  Ischemia:  Diagnosis  & Management,  Las 

Vegas,  NV,  June  11-13.  Fee:  $245.  13  hrs.  AAFP  & AMA 
Category  I credits.  Contact:  IMEC,  64  Inverness  Dr„  E.,  En- 
glewood, CO  801 12.  Phone:  (800)  525-8651. 


Fifth  Annual  Black  Hills  Seminar  on  Advances  in  Clinical  Pe- 
diatrics, Sylvan  Lake  Resort,  Custer,  SD,  June  16-18.  Contact: 
L.  R.  Wellman,  M.D.,  Prog.  Coor.,  Dept,  of  Peds.,  USD  School 
of  Med.,  1 100  S.  Euclid,  Sioux  Falls,  SD  571 17-5039.  Phone: 
(605)  339-6578. 

October 

Seventh  Annual  International  Body  Imaging  Conference,  Sheraton 
Royal  Waikoloa  Hotel,  Kona,  Hawaii,  Oct.  9-17.  Fee:  $385. 
28  hrs.  Category  I ACR  credits.  Contact:  Conference  Secretary, 
Seventh  Ann.  International  Body  Imaging  Conf.,  Dept,  of  Ra- 
diology, West  Park  Hosp.,  22144  Roscoe  Blvd.,  Canoga  Park, 
CA  91304.  Phone:  (213)  340-0580  ext.  280. 
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Three  important  products 
from  Dista 

Nalfori  200  200-mg*  Pulvules® 

fenoprofen  calcium 

Nalfon 

fenoprofen  calcium 


300-mg*  Pulvules 
600-mg*  Tablets 


Keflex 

cephalexin 


250  and  500-mg  Pulvules 

125  and  250-mg  Oral  Suspensions 


'Present  as  230  6 mg.  345-9  mg,  and  691  8 mg  of  the  calcium  salt  of  fenoprofen  dihydrate  equivalent  to  200 
mg.  300  mg.  and  600  mg  fenoprofen  respectively 

Additional  information  available  to  the  profession  on  request. 

Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 

Indianapolis,  Indiana  46285  100062 


ONE  OF  THE 
VITAL  SIGNS 
OF  ANXIOUS 
DEPRESSION: 

INSOMNIA 

Others  to  look  for: 

agitation 
anorexia 
feelings  of  guilt 
and  worthlessness 
fatigue 
palpitations 
headache 
vague  aches 
and  pains 
sadness 
psychic  and 
somatic  anxiety 


Artist's  conception, 

looking  out  from  the  human  eye 

as  conceived  in  a schematic  model. 


LIMBITROL  GIVEN 
H.S.:ONEOFTHE 
VITAL  SPECIFICS 
OF  TREATMENT 

Limbitrol  brings  a special — and  specific — quality  of 
relief  to  most  anxious  depressed  patients.  Insomnia, 
for  example,  responds  with  particular  promptness. 

Other  symptoms  likely  to  respond  within  the  first  week 
of  treatment  include  anorexia,  agitation  and  psychic 
and  somatic  anxiety.  And,  as  the  depression  and 
anxiety  are  alleviated,  in  many  cases  so  are  such 
related  somatic  symptoms  as  headache,  palpitations, 
and  various  vague  aches  and  pains. 

Limbitrol  given  once  daily  h.s. 
may  be  the  best  approach 

Many  patients  respond  readily  to  a single  bedtime 
dose  of  Limbitrol,  a convenient  schedule  that  may 
enhance  compliance  and  helps  relieve  the  insomnia 
associated  with  anxious  depression.  Limbitrol  also 
otters  a choice  of  other  regimens:  t.i.d.,  or  a divided 
dose  with  the  larger  portion  h.s.  In  all  cases,  caution 
patients  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring 
complete  mental  alertness,  such  as  driving  or  oper- 
ating machinery. 

in  moderate  depression  and  anxiety 

Limbitrde 

Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


Specific  therapy  with  h.s.  dosage  convenience 


Please  see  summary  of  complete  product  information  on  following  page. 


LiMBITROL g TABLETS  tranquilizer — Antidepressant 

Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate 
to  severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressants  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  of  MAO  inhibitors  since  hyperpyretic 
crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use, 
then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is 
achieved.  Contraindicated  during  acute  recovery  phase  following  myocardial 
infarction. 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or 
angle-closure  glaucoma  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  anticholinergic-type  drugs  Closely  supervise 
cardiovascular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high 
doses.  Myocardial  infarction  and  stroke  reported  with  use  of  this  class  of 
drugs.)  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  ot  minor  tranquilizers  during  the  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  os  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 
Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been 
reported  rarely  use  caution  in  administering  Umbitrol  to  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symptoms 
following  discontinuation  of  either  component  alone  have  been  reported 
(nausea,  headache  and  malaise  for  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide). 
Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renal  or  hepatic  function  Because  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these 
patients  Periodic  liver  function  tests  and  blood  counts  are  recommended 
during  prolonged  treatment  Amitriptyline  component  may  block  action  of 
guanethidme  or  similar  antihypertensives.  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated:  sedative  effects  may  be  additive. 
Discontinue  several  days  before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment.  See  Warnings  for  precautions  about  pregnancy 
limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended 
in  children  under  12.  In  the  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either 
component  alone  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor,  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  have  been  observed 
rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke 
Psychiatric:  Euphoria,  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomama  and  increased  or  decreased  libido 
Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary 
retention,  dilatation  of  urinary  tract 

Allerqic  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue, 
pruritus 

Hematologic:  Bone  marrow  depression  including  agranulocytosis, 
eosinophilia,  purpura,  thrombocytopenia. 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis, 
peculiar  taste,  diarrhea,  black  tongue. 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast 
enlargement,  galactorrhea  and  minor  menstrual  irregularities  in  the  female 
and  elevation  and  lowering  of  blood  sugar  levels. 

Other:  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary 
frequency,  mydriasis,  jaundice,  alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an 
overdose  Treatment  is  symptomatic  and  supportive  I V administration  ot  1 to 
3 mg  physostigmine  salicylate  has  been  reported  to  reverse  the  symptoms  of 
amitriptyline  poisoning  See  complete  product  information  for  manifestation 
and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtained 
Larger  portion  ot  daily  dose  may  be  taken  at  bedtime  Single  h.s  dose  may 
suffice  for  some  patients  Lower  dosages  are  recommended  for  the  elderly 
Limbitrol  10-25,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses, 
increased  to  six  tablets  or  decreased  to  two  tablets  daily  as  required. 

Limbitrol  5-12  5,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlor- 
diazepoxide and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue, 
film-coated  tablets,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg 
amitriptyline  (as  the  hydrochloride  salt)-  bottles  of  100  and  500,  Tel-E-Dose  * 
packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50 


ROCHE  PRODUCTS  INC. 
Manati,  Puerto  Rico  00701 


WANTED 

Two  Family  Practice  physicians  to  join 
established  Family  Practice  Clinic  in  a 
southeastern  South  Dakota  community 
offering  the  many  advantages  of  rural 
living.  This  community  is  located  near 
the  larger  metropolitan  areas.  If  in- 
terested send  curriculum  vitae  to 

Physician  Recruitment 
Committee 
St.  Benedict  Hospital 
Glynn  Drive 
Parkston,  S.D.  57366 

605-928-321 1 


DOCTORS  NEEDED 

Doctors  needed  in  Wisconsin  and 
Minnesota,  all  specialties,  all  loca- 
tions. For  confidential  information 
mail  your  C.V.  to: 

Medicus 

1525  Wisconsin  Avenue 
Grafton,  Wisconsin  53024 
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Who  gets  hurt  if  health  insurance  is  priced  out  of 

the  market  ? 

A question  that  all  of  us  must  consider! 
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Sixty-Three  Year  Old  Caucasian  Female  With 
Cough  And  Persistent  Pulmonary  Infiltrate 

P.  L.  Anderson,  M.D.* 

Discusser 

J.  F.  Barlow,  M.D  ** 

Editor 


Case  #906-534  (81-4527) 

This  63-year  old  Caucasian  female  was  admitted  to  Sioux  Valley 
Hospital  because  of  a non-productive  cough  particularly  at  night, 
lethargy,  and  a “rattle"  in  her  left  chest  when  she  laid  down. 

The  patient  was  in  good  health  until  8 months  prior  to  admission 
when  she  developed  upper  respiratory  infection  with  a productive 
cough  w hich  was  accompanied  by  fever.  She  was  hospitalized  in 
Madison,  S.  D.  and  treated  for  left  lower  lobe  pneumonia.  She 
seemed  to  be  progressing  well  and  was  discharged  but  within 
three  days  saw  a physician  in  Huron,  S.  D.  because  of  her  persistent 
cough  and  left  low  er  lobe  infiltrate.  In  spite  of  therapy  w ith  multiple 
antibiotics,  the  infiltrate  in  the  left  lower  lobe  did  not  resolve. 
She  had  no  fever,  except  for  the  initial  illness  and  had  mild 
weakness,  but  no  significant  weight  loss  or  loss  of  appetite. 

The  past  history  included  a total  right  knee  replacement  for 
degenerative  joint  disease  three  years  previously  and  a thy- 
roidectomy for  hyperthyroidism  complicated  by  hypoparathy- 
roidism 19  years  previously.  She  required  Vitamin  D and  calcium 
replacement  and  thyroid  medication  daily  as  well  as  a combination 
thiazide  and  alpha  methyldopa  for  hypertension.  The  patient  was 
a non-smoker. 

The  patient  was  admitted  to  this  hospital  and  had  multiple 
sputum  cytologic  smears  and  bronchoscopic  examinations,  in- 
cluding bronchial  brushings  with  the  cytologic  results  ranging 
from  Class  I to  Class  II.  There  was  one  Class  III  and  one  Class 
IV  sputum  cytology. 

PHYSICAL  EXAMINATION:  Height  5 ft.  3‘/2  in.,  weight  175 
lbs.,  pulse  72  and  regular,  respirations  50/minute  and  regular; 


* Resident  in  Family  and  Community  Medicine,  Sioux  Falls, 
South  Dakota. 

**Pathologist.  Sioux  Valley  Hospital  and  Laboratory  of  Clinical 
Medicine,  Professor  of  Clinical  Pathology,  School  of  Medicine, 
University  of  South  Dakota. 


blood  pressure  140  systolic  and  78  diastolic;  temperature  98.6°F; 
well  developed,  well  nourished  female.  There  was  a well  healed 
thyroidectomy  scar,  mild  exopthalmos,  and  lid  lag.  There  was 
dullness  to  percussion  in  the  lower  one  half  of  the  left  lung  field 
posteriorly  and  laterally  and  bronchial  breathing  in  this  region 
accompanied  by  moist  rales.  The  right  lung  was  completely  normal. 
The  left  cardiac  border  was  at  the  midclavicular  line,  but  the 
heart  rhythm  was  regular  with  no  murmurs.  A 2 was  louder  than 
P 2.  Examination  of  the  abdomen  revealed  no  palpable  tenderness, 
organs,  or  masses.  There  was  no  clubbing  or  generalized  lymph- 
adenopathy.  Neurologic  examination  was  within  normal  limits. 
The  extremities  were  unremarkable. 

LABORATORY  DATA:  Urinalysis  yellow,  cloudy;  specific  grav- 
ity 1.016,  pH  5.0,  negative  for  protein,  glucose,  ketone  bodies, 
bile  and  hemoglobin;  sediment-negative.  Hemoglobin  14.0  gm/ 
dl.  Hematocrit  43  vol./dl,  normal  red  cell  indices,  total  leukocyte 
count  3800  mm-'  (3.8  x 109/L)  with  40%  segmented  neutrophils, 
3%  neutrophilic  bands,  1%  eosinoohils,  54%  normal  lymphocytes, 
2%  monocytes.  Platelet  count  235,000/  mm3  (235  x 109/L);  the 
red  cells  were  normochromic,  normocytic,  and  the  platelets  were 
normal  in  number  and  morphology  on  the  smear.  Arterial  blood 
gases  pH  7.48,  PC02  36  torr,  C02  content  27  meq/L,  P02  54 
torr,  02  saturation  89%;  sodium  and  potassium  were  within  normal 
limits.  Lactic  dehydrogenase  (LDH),  alkaline  phosphatase,  as- 
partate aminotransferase  (AST),  total  bilirubin,  total  protein,  cal- 
cium, glucose,  blood  urea  nitrogen,  creatinine,  uric  acid,  and 
cholesterol  were  within  normal  limits.  Phosphorus  was  5.3  mgs/ 
dl  (normal  2.1  to  4.5  mgs./dl).  Vital  capacity  was  80%  of  predicted, 
time  vital  capacity  was  117%  of  predicted,  maximum  voluntary 
ventilation  was  65%  of  predicted.  The  decreased  maximum  vol- 
untary ventilation  was  felt  to  be  due  to  patient  fatigue  and  the 
tests  were  interpreted  as  normal  pulmonary  function  tests.  Chest 
films  showed  a uniform  left  lower  lobe  infiltrate.  Tomograms 
showed  no  masses,  calcification,  or  cavitation.  Repeat  bronchos- 
copic examination  was  negative.  Cultures  for  mycobacteria  and 
fungi  were  negative  on  multiple  occasions.  Cultures  for  routine 
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pathogens  were  also  negative.  A direct  fluorescent  test  on  sputum 
and  an  indirect  fluorescent  antibody  test  in  the  serum  for  IgM 
and  IgG  antibodies  for  legionella  pneumophilia  was  negative.  An 
intermediate  PPD  was  negative.  Serologic  tests  by  immunodif- 
fusion for  histoplasma  capsulatum.  coccidioides  immitis,  and 
blastomyces  dermatitidis  were  negative.  An  exploratory  thora- 
cotomy was  performed. 

DR.  ANDERSON:  In  review,  this  case  is  that  of  a 
63-year  old  white  female,  a non-smoker,  with  an  8 
month  history  of  persistent  left  lower  lobe  infiltrate 
which  did  not  respond  to  multiple  courses  of  an- 
tibiotics. She  had  no  fever  except  for  the  initial  ill- 
ness, and  had  minimal  constitutional  symptoms. 
Laboratory  data  was  fairly  unremarkable  except  for 
a low  white  blood  cell  count  at  3800/mm3  (3.8  x 
109L),  arterial  blood  gases  showing  a slight  respira- 
tory alkalosis  and  significant  hypoxia  for  age,  pul- 
monary function  tests  showing  a mild  restrictive 
pattern,  and  one  Class  IV  sputum  cytology.  A Class 
IV  sputum  is  consistent  with  severe  dysplasia,  and 
approximately  80%  of  patients  with  a Class  IV  spu- 
tum will  be  found  to  have  a malignant  lung  disease. 

No  laboratory  results  are  given  from  the  earlier 
hospitalizations.  Perhaps,  it  might  be  helpful  to  have 
results  of  previous  white  blood  cell  counts,  sputum 
gram  stain  and  culture  and  blood  cultures  if  ob- 
tained. It  would  be  beneficial  to  review  serial  chest 
X-rays  taken  during  the  course  of  her  8 month  ill- 
ness, to  see  if  the  infiltrate  had  changed  at  all.  For 
now  I will  assume  that  the  left  lower  lobe  infiltrate 
remained  unchanged  from  the  time  of  the  initial 
illness. 

The  patient  was  initially  diagnosed  as  having  a 
pneumonia;  and,  indeed,  the  most  likely  diagnosis 
based  upon  the  initial  illness  and  X-ray  findings, 
would  be  a pneumococcal  pneumonia.  It  is  impor- 
tant to  realize  that  radiographic  changes  of  pneu- 
monia can  persist  for  quite  some  time,  perhaps  even 
for  up  to  6 months  after  the  onset  of  illness.  Lesions 
which  persist  for  longer  than  this  time  period  must 
be  investigated  in  depth.  In  this  case,  open  lung 
biopsy  is  essential  to  making  the  diagnosis. 

Two  sets  of  X-rays  taken  at  Sioux  Valley  Hospital 
are  available  for  review.  One  set  of  PA  and  lateral 
chest  X-rays  is  from  August  1978,  at  the  time  of 
admission  for  knee  surgery.  These  X-rays  are  nor- 
mal. The  other  set  of  PA  and  lateral  chest  X-rays 
were  taken  on  June  15,  1981,  approximately  8 
months  after  the  onset  of  the  patient’s  illness.  These 
X-rays  show  a homogeneous  alveolar  infiltrate  in- 
volving tiie  left  lower  lobe  and  left  lingula.  (Fig.  1) 
There  are  no  air  bronchograms,  effusions,  or  cavi- 
tations. There  is  no  evidence  of  hilar  or  mediastinal 
adenopathy,  and  there  is  no  volume  loss.  The  dif- 
ferential diagnosis  of  this  chest  X-ray  is  that  of  a 
homogeneous  opacity  without  recognizable  seg- 
mental distribution. 


Figure  1 

Chest  film  showing  left  lower  lung  field  infiltrate. 


The  following  differential  diagnosis  was  taken 
from  Fraser  and  Pares  textbook  Diagnosis  of  Dis- 
eases of  the  Chest,  second  edition: 

HOMOGENEOUS  OPACITIES  WITHOUT 
RECOGNIZABLE  SEGMENTAL 
DISTRIBUTION 

I.  Developmental  — pulmonary  arteriovenous  fis- 

tula 

II.  Infectious 

A.  Bacterial — Streptococcus  pneumoniae, 

Klebsiella,  Enterobacter,  Serra- 
tia,  Haemophilus  influenzae. 
Pseudomonas,  Proteus,  E.  coli, 
Bacteroides,  Francisella  tula- 
rensis  (tularemia).  Yersinia  pes- 
tis  (Black  Plague),  Fusiform 
bacilli.  Spirochaeta,  Mycobac- 
terium tuberculosis. 

B.  Fungal— actinomycosis,  nocardiosis,  blas- 

tomycosis, histoplasmosis,  coccid- 
ioidomycosis, candidiasis,  geot- 
richosis,  aspergillosis.  Cryptococcus 
infection. 

C.  Parasite— amebiasis,  paragonimiasis,  asca- 

nasis,  infection  with  Strongyloides 
stercoralis,  Ancylostoma,  Necator, 
Pneumocystis. 
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III.  Immunologic 

A.  Loeffler’s  syndrome 

B.  Chronic  eosinophilic  pneumonia 

C.  Polyarteritis  nodosa 

IV.  Neoplastic 

A.  Hodgkin’s  disease 

B.  Non-Hodgkin's  lymphoma 

C.  Primary  pulmonary  pseudolymphoma 

D.  Bronchiolo-alveolar  carcinoma 

V.  Inhalational 

A.  Silicosis 

B.  Coal-worker’s  pneumoconiosis 

C.  Asbestosis 

D.  Talcosis 

VI.  Traumatic 

A.  Primary  parenchymal  contusion 

B.  Acute  irradiation  pneumonitis 

C.  Lung  torsion 

I.  Developmental  etiologies 

Pulmonary  arteriovenous  (av)  fistulas  may  be 
congenital  or  acquired.  Acquired  av  fistulas  may 
occur  following  trauma,  infection,  or  malignancy. 
Congenital  av  fistulas  are  usually  not  recognized  until 
the  third  or  fourth  decade  of  life.  They  are  more 
common  in  the  lower  lobes,  and  may  range  in  size 
from  one  to  several  centimeters— large  enough  to 
cover  an  entire  bronchopulmonary  segment.  Pul- 
monary av  fistulas  may  be  asymptomatic,  or  they 
may  be  associated  with  symptoms  referrable  to 
multiple  system  involvement  (Osler-Weber-Rendu 
syndrome).  Signs  suggestive  of  pulmonary  av  fistula 
are  cyanosis,  clubbing,  and  bruit  over  the  lesion. 

It  seems  unlikely  that  this  case  represents  pul- 
monary av  fistula,  as  the  patient  had  no  signs  or 
symptoms  suggestive  of  the  disease;  she  had  no  his- 
tory of  trauma  to  the  chest,  and  had  a normal  chest 
X-ray  two  years  prior  to  the  onset  of  her  illness.  In 
addition,  tomograms  of  the  infiltrate  failed  to  show 
feeding  vessels. 

II.  Infectious  etiologies 

In  bacterial  pneumonias  which  cause  alveolar  in- 
filtrates, the  infection  begins  in  the  subpleural  lung 
parenchyma  and  spreads  to  adjacent  air  spaces  via 
the  pores  of  Kohn.  Segmental  boundaries  do  not 
limit  such  spread,  hence  consolidation  tends  to  be 
non-segmental.  Air  bronchograms  are  almost  always 
present. 

It  would  be  most  unlikely  for  the  infiltrate  in  this 
case  to  have  been  caused  by  infection  with  Strep- 
tococcus pneumoniae.  Klebsiella,  Enterobacter, 
Serratia,  Haemophilus  influenzae.  Pseudomonas, 
Proteus,  Escherchia  coli,  or  Mycobacterium  tuber- 
culosis as  multiple  cultures  including  those  from 
bronchoscopy  were  negative.  Also,  a PPD  skin  test 


was  negative.  Bacteroides  is  unlikely  to  have  caused 
the  infiltrate  in  this  case,  as  no  empyema  or  cavi- 
tation was  present,  and  there  was  no  history  of  as- 
piration. 

It  is  interesting  to  consider  tularemia  as  a possible 
diagnosis  in  this  case.  No  history  of  possible  ex- 
posure to  Francisella  tularensis  is  given,  and  the 
patient  had  no  apparent  cutaneous  or  mucosal  le- 
sions or  peripheral  adenopathy.  Primary  pneumonic 
tularemia  may  occur  without  an  obvious  source  of 
infection;  most  cases,  however,  occur  in  laboratory 
workers.  Only  50%  of  cases  of  pulmonary  tularemia 
have  hilar  adenopathy.  The  white  blood  cell  count 
is  usually  normal  or  low.  Untreated  patients  usually 
have  sustained  high  fever  for  several  weeks. 

Black  plague  can  cause  an  infiltrate  similar  to  that 
seen  in  this  case.  There  is  no  history  of  possible 
exposure  to  Yersinia  pestis.  The  disease  is  fatal  in 
one  to  five'  days  from  onset  unless  treated.  Strep- 
tomycin or  tetracycline  are  the  treatments  of  choice. 
We  do  not  know  with  which  antibiotics  this  patient 
was  treated;  however,  it  is  unlikely  that  she  would 
have  received  adequate  amounts  of  either  drug  early 
in  the  course  of  her  illness  to  prevent  death. 

Infections  with  anaerobic  fusiform  bacilli  and 
spirochetes  can  also  be  ruled  out  as  the  diagnosis 
in  this  case,  as  there  is  no  history  of  aspiration. 

Fungal  infections  can  be  ruled  out  as  the  etiology 
since  cultures  and  serologies  for  histoplasmosis, 
coccidioidomycosis,  and  blastomycosis  were  nega- 
tive. 

Parasitic  infections  can  be  ruled  out  as  there  was 
no  history  of  exposure,  and  the  eosinophil  count 
was  normal.  Pneumocystis  carinii  is  unlikely  as  there 
was  no  evidence  for  impaired  immune  response, 
and  there  was  no  progressive  pulmonary  insuffi- 
ciency. 

III.  Immunologic  etiologies 

Loeffler’s  syndrome  is  characterized  by  transitory 
eosinophilic  infiltrates  seen  on  chest  X-ray  associ- 
ated with  elevated  total  eosinophil  count.  The  illness 
always  lasts  less  than  one  month.  Loeffler's  syn- 
drome is  not  the  diagnosis  in  this  case,  as  there  was 
no  peripheral  eosinophilia  and  the  infiltrate  re- 
mained unchanged  over  8 months. 

Several  aspects  of  chronic  eosinophilic  pneumonia 
make  it  a possible  diagnosis  in  this  case.  The  eo- 
sinophilic infiltrate  in  chronic  eosinophilic  pneu- 
monia tends  to  remain  unchanged  for  several  days 
to  several  weeks.  The  usual  patient  is  a middle-aged 
white  female.  Blood  eosinophilia  and  wheezing  are 
not  present  in  all  cases.  Hypoxia  and  mild  restrictive 
lung  disease  are  often  present.  However,  the  patients 
are  usually  quite  ill  with  productive  cough,  high 
fever,  dyspnea,  malaise,  weight  loss,  and  night 
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sweats.  Symptoms  rapidly  resolve  if  treated  with 
steroids.  The  patient  in  this  case  had  minimal  con- 
stitutional symptoms.  This  makes  this  diagnosis 
doubtful. 

Polyarteritis  nodosa  may  resemble  Loeffler’s  syn- 
drome but  the  pulmonary  infiltrates  are  transient; 
hence,  this  diagnosis  is  ruled  out. 

IV.  Neoplastic  etiologies 

A neoplastic  etiology  must  be  seriously  considered 
in  this  case,  especially  in  view  of  the  Class  IV  sputum 
obtained. 

Hodgkin’s  lymphoma  is  not  a likely  diagnosis,  as 
no  hilar  adenopathy  was  present. 

Non-Hodgkin’s  lymphoma  should  be  considered 
as  a possible  diagnosis.  Intrathoracic  manifestations 
of  lymphoma  are  seldom  isolated;  they  are  usually 
part  of  a generalized  disease.  When  this  does  occur, 
primary  pulmonary  lymphoma  is  usually  of  the 
lymphocytic  type.  Lung  involvement  can  be  present 
without  associated  intrathoracic  lymph  node  en- 
largement. Approximately  one-third  of  patients  with 
primary  pulmonary  lymphoma  are  asymptomatic; 
two-thirds  complain  of  cough,  chest  pain,  dyspnea, 
and  occasionally  hemoptysis.  Sputum  cytologies  are 
rarely  positive.  The  lesion  rarely  causes  bronchial 
obstruction;  as  a result,  air  bronchograms  are  nearly 
always  present.  Primary  pulmonary  non-Hodgkin’s 
lymphoma  usually  progresses  more  rapidly  than  in 
this  case. 

Pseudolymphoma  refers  to  collections  of  appar- 
ently benign  lymphocytes  that  lack  the  invasive 
characteristics  of  lymphoma.  There  is  a character- 
istic lack  of  intrathoracic  adenopathy.  This  is  a di- 
agnostic possibility  in  this  case. 

Bronchioloalveolar  cell  carcinoma  is  the  most 
likely  diagnosis  for  this  patient.  It  accounts  for  one 
to  eighteen  percent  of  all  pulmonary  neoplasms.  The 
cancer  arises  from  the  bronchiolar  and/or  alveolar 
type  II  epithelial  cells.  Peak  age  at  onset  is  in  the 
middle  years;  there  is  no  predilection  for  either  sex, 
although  there  is  an  increased  incidence  among 
women  with  scleroderma  and  among  smokers.  There 
seems  to  be  an  association  with  local  parenchymal 
scarring  or  diffuse  interstitial  inflammation  and  fi- 
brosis. Progression  is  often  slow,  over  as  long  a pe- 
riod as  7 to  12  years  at  times.  50%  of  patients  are 
asymptomatic  at  the  time  of  diagnosis.  The  most 
common  symptoms  are  cough,  weight  loss,  and  fe- 
ver. Sputum  cytologies  are  positive  in  20  to  50%  of 
cases. 

V-VI.  Inhalational  and  Traumatic  Etiologies 

These  causes  of  alveolar  infiltrate  can  be  ruled 
out,  as  there  is  no  history  of  exposure  or  trauma. 


Dr.  Anderson's  Diagnosis 
Bronchioloalveolar  Carcinoma, 
Pneumonic  Type 

DR.  BARLOW:  Submitted  was  the  left  lower  lobe 
of  the  lung  which  weighed  433  gm.  Most  of  the  lung 
showed  dark  red  diffuse  consolidation  which  merged 
inperceptibly  into  pink,  crepitant  lung  parenchyma. 
This  gross  appearance  corresponds  nicely  with  the 
diffuse,  non-circumscribed  pulmonary  infiltrate  seen 
on  the  chest  film  (Fig.  1).  Microscopic  sections  re- 
vealed a fairly  uniform  pattern.  Foci  of  papillary 
tumor  composed  of  cuboidal  cells  without  cilia  pro- 
duced an  epithelial  proliferation  utilizing  the  lung 
architecture  as  a scaffold.  (Fig.  2)  In  many  of  the 
surrounding  alveoli  there  are  clusters  of  cells  which 
have  round,  irregular  nuclei,  occasional  prominent 
nucleoli  and  a scanty  amount  of  cytoplasm.  These 
cells  were  very  similar  to  the  cells  seen  on  the  po- 
sitive sputum  cytologic  specimens  described.  The 
pattern  was  a typical  bronchioloalveolar  carcinoma 
of  diffuse  type. 


Figure  2 

Papillary  configuration  of  cuboidal  nonsecretory  epithelial  pro- 
liferation utilizing  the  lung  architecture  as  a scaffold. 


FINAL  ANATOMIC  DIAGNOSIS 
BRONCHIOLOALVEOLAR  CARCINOMA, 
DIFFUSE  OR  PNEUMONIC  TYPE 

Bronchioloalveolar  carcinoma  (BAC)  is  a well 
recognized  entity  and  is  incorporated  in  both  the 
old  and  new  World  Health  Organization  histological 
classification  of  lung  malignancy.  The  entity  has  been 
well  described  by  Delarue  et  al12  and  requires  the 
following  criteria:  an  absence  of  primary  adenocar- 
cinoma elsewhere,  an  absence  of  intrinsic  tumor  of 
bronchogenic  origin,  a peripheral  location  involving 
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alveolar  ducts  and  sacs,  the  lack  of  destruction  of 
the  interstitial  framework  of  the  lung  with  a char- 
acteristic lepedic  spread  as  described  above.  The 
gross  pathologic  picture  is  responsible  for  the  typical 
radiologic  appearances.  Constituting  up  to  80%  of 
cases  is  a peripheral  coin  lesion  with  no  calcification 
or  cavitation.  The  lesion  may  appear  umbilicated. 
Occasionally  a cavitary  lesion  or  a large  hilar  mass 
may  have  the  typical  histologic  appearance  of  BAC. 
A very  similar  histologic  entity  may  be  associated 
with  a lung  scar.  The  case  today  is  the  diffuse  pneu- 
monic or  consolidating-type  of  lesion.  A diffuse 
multinodular  variety  often  confused  with  primary 
or  metastatic  carcinoma  is  also  seen.  BAC  constitutes 
1 to  8%  of  pulmonary  carcinomas  and  80%  of  these 
lesions  occur  between  the  ages  of  40  to  70  years  of 
age.  There  is  a fairly  equal  sex  incidence.  The  pe- 
ripheral lesions  are  often  associated  with  no  symp- 
toms and  are  found  incidently  on  chest  X-ray. 
Occasionally  a pleural  effusion  may  occur.  In  the 
diffuse  pneumonic  or  multinodular  varieties,  the 
patient  may  have  dyspnea,  cough,  or  marked  bron- 
chorrhea.  The  lesion  can  produce  local  metastases 
to  lymph  nodes  or  spread  to  different  organs.  Within 
the  lung  aerogenous  spread,  as  in  this  case,  is  com- 
mon. 

The  lesion  is  generally  divided  into  three  varieties 
histologically  — secretory,  non-secretory  and  poorly 
differentiated.  Our  case  today  represents  a non-se- 
cretory pattern  composed  of  cuboidal  cells  lining 
the  air  spaces.  The  secretory  type  of  tumor  is  char- 
acterized by  an  epithelial  lining  of  tall  columnar 
mucus  secreting  cells.  This  type  of  tumor  is  often 
associated  with  severe  mucus  bronchorrhea.  In  gen- 
eral. solitary  tumors,  if  resectable,  have  a reasonably 
good  prognosis,  particularly  if  they  are  well  differ- 
entiated. Poorly  differentiated  lesions  have  a very 
poor  prognosis  as  do  multicentric  tumors  or  those 
cases  presenting  with  a pneumonic  consolidation  as 
our  case  illustrates  today. 

With  multicentric  or  diffuse  pneumonic  consol- 
idation varieties,  sputum  cytology  or  bronchial 
washing  cytology  often  will  yield  malignant  cells. 
However,  as  one  might  expect,  the  peripheral  single 
lesions,  which  are  the  most  amendable  to  resection 
and  cure,  have  a low  yield  of  malignant  cells  bv  the 
classical  methods  of  yielding  cytologic  specimens 
from  the  lung.  Percutaneous  fine  needle  aspiration 
is  a good  diagnostic  method  in  these  cases. 

The  pathogenesis  of  this  lesion  is  unknown  al- 
though a viral  disease  in  sheep  can  produce  a similar 
picture.  Some  feel  that  smoking  definitely  plays  a 
role  as  does  any  process  which  produces  pulmonary 

^Specialist  in  Internal  Medicine,  Sioux  Valley  Hospital  and  Clin- 
ical Associate  Professor  of  Medicine,  School  of  Medicine,  Uni- 
versity of  South  Dakota. 


scarring.  There  is  great  controversy  over  the  cell  of 
origin.  The  type  II  pneumocyte,  the  bronchiolar 
mucus  cell,  and  bronchiolar  ciliated  or  nonciliated 
cells  have  all  been  suggested  as  possible  cells  of  or- 
igin. It  may  be  that  anyone  of  these  could  produce 
a similar  histologic  picture4-6.  This  may  explain  why 
some  of  the  tumors  show  the  typical  nonsecretory 
cells  while  others  show  tall  mucus  secretory  col- 
umnar cells. 

In  spite  of  the  above,  a differentiation  between 
primary  or  metastatic  adenocarcinoma  of  the  lungs 
and  BAC  may  be  difficult  or  impossible  on  biopsy 
or  after  lung  section.  One  should  also  note  that  there 
is  a fine  line  between  bronchiolar  metaplasia  seen 
in  many  chronic  lung  diseases  and  early  BAC.  In 
fact,  there  may  be  a spectrum  in  which  the  meta- 
plastic changes  merge  or  proceed  to  frank  malig- 
nancy. Lastly,  I should  mention  that  although  BAC 
is  considered  a specific  entity  by  some1-2-3,  others 
have  questioned  its  existence5-7. 

DR.  WARREN  JONES*:  This  lady  was  a clinical 
puzzle  for  a period  of  time.  She  appeared  mildly 
chronically  ill  and  she  was  evaluated  extensively 
because  of  an  unresolved  pneumonia.  It  was  not 
until  the  sputum  cytologies  were  reported  as  sug- 
gesting malignancy  that  we  realized  further  therapy 
as  required.  By  this  time,  the  patient  had  been  dis- 
charged and  we  had  to  have  her  readmitted  for  sur- 
gery. I would  like  to  ask  if  you  think  this  lesion  will 
recur  in  the  future? 

DR.  BARLOW:  I think  it  is  very  likely. 
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Our  out-of-town  customers 
can  dial  a local  phone  number., 
to  reach  us 700  miles  away. 


My  company  expanded  its 
market  area  without  the  expense  of 
operating  a branch  office.  With 
Remote  Call  Forwarding  from 
Northwestern  Bell. 

Without  any  cost  to  our 
customers,  they  can  dial  a local 
number  and  the  call  is  automatically 
forwarded  to  us.  So,  for  as  little  as 
$16  a month,  plus  long  distance 
charges,  we’re  maintaining  a “local 
presence”  and  lowering  the  cost  of 
a sale. 

If  your  company  wants  to 
branch  out,  but  doesn’t  want  to 
carry  the  cost  of  a branch  office. 


find  out  about  the  availability  of 
Remote  Call  Forwarding  in  your 
area.  It's  another  Telemarketing  tool 
from  Northwestern  Bell  that  can 
help  make  your  organization  more 
productive. 


Nr»rthvA/octorn  Roll 


Auxiliary  News 


A Look  At  The  1981-1982  Auxiliary  Year 


How  proud  Marlys  Porter  (Richard)  and  I were 
to  be  members  of  the  South  Dakota  State  Medical 
Association  Auxiliary  when  we  accepted  regional 
awards  for  Membership  and  AMA-ERF  contribu- 
tions at  the  national  meeting  of  the  AMA  Auxiliary 
last  June  in  Chicago.  South  Dakota  medical  families 
and  the  Auxiliary  contributed  $20,147.97  to  AMA- 
ERF  last  year  and  received  the  award  for  the  largest 
per  capita  contribution  in  the  North  Central  Region 
while  District  1,  Aberdeen,  received  the  award  for 
the  district  in  our  region  with  the  largest  per  capita 
contribution.  This  was  all  made  possible  by  generous 
personal  contributions  and  fund  raising  events  held 
in  our  state  such  as  auctions,  the  sale  of  Christmas 
cards  and  stationery,  sharing  Christmas  cards,  home 
tours,  and  numerous  other  district  projects.  South 
Dakota  Auxiliary  also  received  a membership  award 
for  recognition  of  outstanding  achievement  in  re- 
cruiting and  retaining  members. 

Health  related  programs  are  going  on  in  com- 
munities all  over  our  state  and  very  often  an  auxiliary 
member  is  involved.  Projects  are  as  varied  as  our 
communities.  Two  programs  that  we  have  focused 
on  this  year  were  stressed  at  a workshop  held  in 
Pierre  on  February  2nd.  We  were  privileged  to  have 
Darline  Anton,  a representative  of  the  Kidney 
Foundation  of  the  Upper  Midwest,  present  a pro- 
gram on  kidney  disease.  Discussion  was  designed 
to  inform  auxiliary  members  of  the  importance  of 
increasing  community  awareness  of  potential  organ 
donor  programs  and  the  importance  of  signing  donor 
cards.  Also  of  interest  to  Auxiliary  members  is  the 
Infant  and  Child  Safety  Restraint  program.  The 
filmstrip  “Children  and  Infants  in  Car  Crashes:  Re- 
strained and  Unrestrained”  was  viewed  and  infor- 


mation was  provided  to  districts  wishing  to  start  a 
program  for  the  public  on  infant  and  child  safety 
in  automobiles. 

Membership  is  of  vital  interest  to  Auxiliary  mem- 
bers. A membership  program  initiated  this  year  is 
that  of  “Sponsoring  a Spouse”.  Auxiliary  members 
in  the  state  sponsor  medical  student  spouses  to 
membership  in  the  AMA  Auxiliary  by  paying  their 
$3.00  national  dues.  This  entitles  them  to  receive 
Facets  magazine,  access  to  the  Project  Bank  which 
is  a clearing  house  of  over  900  health  related  projects 
which  have  been  submitted  by  auxiliaries  where  they 
have  been  used  and  proved  successful,  and  lead- 
ership and  educational  opportunities.  More  impor- 
tant, it  is  a way  to  interest  our  potential  members 
in  the  activities  of  the  Auxiliary  in  a positive  way. 
Response  has  been  very  good  according  to  Feni 
Johnson  (Dennis).  State  Membership  Chairman, 
with  46  spouses  being  sponsored  so  far. 

Fegislative  activities  are  on-going.  Thirty  auxilians 
and  legislators  met  for  dinner  during  our  Days  at 
the  Fegislature  in  Pierre.  The  event,  planned  by  Ellen 
Kunz  (James),  State  Fegislation  Chairman,  was  an 
excellent  opportunity  for  Auxiliary  members  to  get 
to  know  their  legislators  and  to  discuss  legislation 
which  was  of  interest  to  them. 

The  projects  available  to  us  are  many  and  can  be 
effective  only  through  the  involvement  of  district 
members.  The  SDSMA  Auxiliary  will  continue  to 
work  with  health  projects  which  we  believe  will  have 
a positive  impact  on  health  in  South  Dakota. 


I la  Fushbough  (Bruce) 
President,  SDSMA  Auxiliary 
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than  (alknnirinol). 


■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 


■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 

■ Patient  compliance  pamphlets  available 

■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 

Write  “D.A.  W.,  ” “No  Sub,  ” or  “Medically  Necessary,  ” 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol. 

ifcg,  j Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
Wellcome/  North  Carolina  27709 
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600 mg  tablets 
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Upjohn. 
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The  Upjohn  Company  • Kalamazoo  Michigan  49001  USA 
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Annual  Meeting  1982 


Our  South  Dakota  State  Medical  Association  Meeting  comes  a little  early  this  year,  and  will  be  in  Rapid 
City.  You  may  have  already  received  your  copy  of  this  year's  program.  If  so,  you  have  noted  the  fine  medical 
education  program  planned  by  our  Scientific  Commission  with  a primary  focus  on  cancer-related  subjects. 
This,  in  itself  is  an  adequate  reason  for  all  of  us  to  attend  this  year’s  annual  meeting.  Be  sure  you  are  there! 

Another  important  portion  of  the  annual  meeting  centers  around  the  deliberations  of  the  House  of  Delegates. 
This  year  don’t  leave  your  concerns  and  solutions  to  medical  problems  at  home.  First,  attend  your  final 
Medical  District  meeting  and  develop  a resolution  for  the  House  of  Delegates  to  consider.  Then,  be  sure 
to  come  to  Rapid  City  in  May  and  participate  in  an  important  annual  event— the  South  Dakota  State 
Medical  Association  Annual  Meeting. 

This  year's  meeting  will  be  held  at  the  Howard  Johnson  Motor  Lodge  in  Rapid  City,  beginning  on  May 
20th.  I hope  to  see  you  there. 


Bruce  Lushbough,  M.D.,  President 
South  Dakota  State  Medical  Association 
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LEISURE 

VANS 


Family  transportation  . . . 
with  a flair  for  the  good  life 


( 


vans  to  match  your  lifestyle. 


. . . a place  for  everything  and  people  too. 

Yes,  you  can  take  it  with  you.  A big  built-in  luggage  compartment  and  closet  in  the  rear 

make  the  Convoy  one  of  your  most  versatile  choices — for  a shopping  trip,  a vacation  trip,  or  any  trip 

in  between  . . . with  living  room  comfort  for  everyone. 


• Ultra  plush  interior  with  plush  carpets,  soft-cushioned  headliner,  window  draperies  and 
privacy  drape. 

• Big  rear  trunk  storage  area  includes  closet  for  garment  bags. 

• Four  deluxe,  pillow-style  swivel  seats  with  fold-down  armrests  (recliners  optional),  a couch 
that  opens  into  a bed,  and  a removable  pedestal  table  . . . with  beverage  holders. 


To  Buy  or  Lease:  See  Al  Borgen 

Frank  Stinson  Chevrolet 

SIOUX  FALLS  605-336-1700  SOUTH  DAKOTA 
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Medicine 


Acute  Renal  Failure  Following  Sulfinpyrazone 
Therapy 


James  J.  Scherrer,  Pharm.D.* 
James  W.  Jackson,  M.D.** 


O.  M.  Jerde,  M.D.*** 


ABSTRACT 

Sulfinpyrazone  is  an  inhibitor  of  platelet  adhesion 
and  aggregation  as  well  as  a potent  uricosuric  agent 
that  is  used  in  the  high  risk  period  following  a my- 
ocardial infarction,  to  decrease  the  possibility  of 
sudden  death.  The  therapeutic  benefit  of  this  treat- 
ment has  been  questioned,  but  many  clinicians  con- 
tinue to  use  sulfinpyazone  because  of  early  data  as 
well  as  the  low  incidence  of  adverse  effects.  This  is 

Sulfinpyrazone,  (AnturaneR)  an  inhibitor  of  plate- 
let adhesion  and  aggregation  as  well  as  a potent  ur- 
icosuric agent,  has  recently  been  shown  to  have  some 
positive  effects  when  used  in  the  prevention  of  car- 
diac mortality  after  myocardial  infarction.1’2  This 
has  resulted  in  a five  fold  increase  in  the  amount 
of  sulfinpyrazone  used  in  the  U.S.  since  1977. 3 Al- 
though the  FDA  recently  criticized  the  sulfinpyra- 
zone reinfarction  studies,4  many  clinicians  continue 
to  prescribe  sulfinpyrazone  in  the  post-infarction 


* Department  of  Clinical  Pharmacy,  Rapid  City  Regional  Hos- 
pital, Rapid  City,  South  Dakota. 

**  Department  of  Cardiology,  Rapid  City  Regional  Hospital, 
Rapid  City,  South  Dakota. 

***Department  of  Nephrology.  Rapid  City  Regional  Hospital, 
Rapid  City,  South  Dakota. 


a report  of  one  case  of  reversible  acute  renal  failure 
with  a close  temporal  relationship  to  sulfinpyrazone 
administration.  Increased  fever  and  serum  creatinine 
with  insignificant  changes  in  urinary  sediment  char- 
acterized this  adverse  reaction.  The  importance  of 
renal  function  monitoring  when  initiating  this  ther- 
apy is  emphasized. 

Key  Words:  Sulfinpyrazone,  Acute  Renal  Failure, 
Myocardial  Infarction 

period,  thus  giving  their  patients  the  benefit  of  the 
doubt;  particularly  since  the  drug  apparently  has  a 
reputation  of  relatively  few  side  effects  and  is  only 
moderate  in  cost.  We  report  a case  of  a possible 
sulfinpyrazone  related  renal  failure  in  a man  treated 
with  the  drug  in  the  early  post  infarction  period. 

Report  of  a Case 

VS  is  a 64  year  old  white  male  who  one  week 
prior  to  his  hospital  admission  developed  inter- 
mittent substernal  chest  pain  which  radiated  to  both 
shoulders  and  his  left  arm.  The  pain  was  charac- 
terized by  heavy  pressure  type  sensation.  There  were 
no  associated  symptoms  initially,  the  pain  was  pre- 
cipitated by  increased  physical  activity  and  only 
moderate  physical  exertion.  This  pattern  persisted, 
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Penis. 

They  work  so 

well  together. 

i 

One  oi  man's  most  amazing  explo- 
rations and  scientific  adventures,  the1 
successful  Gemini  flight  program 
was  a triumph  of  imagination  and— 
teamwork.  Two  men  learned  to 
operate  in  space,  to  rendezvous,  to 
dock,  and  to  work  outside  their 
spacecraft  in  the  hard  vacuum  oi 
outer  space.  Not  only  did  they  coor- 
dinate their  efforts  with  ground 
backup,  they  also  complemented 
each  other's  activities  within  the 
close  confines  of  the  space  capsule. 
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...another  well-known  pair  that 
works  so  well  together!  Ninety- 
live  percent  of  colon /rectal 
surgeons  surveyed*  added 
Tucks  pads  concomi- 
tantly to  hemorrhoidal 
treatment  programs 
they  recommended. 
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Anusol-HC ® 

Suppositories  / Cream 
with  Hydrocortisone  Acetate 
The  # 7 physician-prescribed  product  for  hemor- 
rhoids and  other  common  anorectal  disorders ** 

□ Antiinflammatory,  to  relieve  edema,  burning, 
itching,  pain 

□ Astringent,  to  help  promote  healing 

□ Emollient,  for  easier  bowel  movements  and 
soothing  relief  of  local  trauma 

And,  when  pain  is  a special  problem,  Anusol 
Ointment  offers  the  benefits  of  the  anesthetic, 
pramoxine  HCI. 


ANUSOL-HC*  Suppositories/ 
ANUSOL-HC*  Cream 

Before  prescribing,  please  see  full  prescribing  information, 
A Brief  Summary  follows: 
Indications  and  Usage:  Anusol-HC  Suppositories  and 
Anusol-HC  Cream  are  adjunctive  therapy  for  the 
symptomatic  relief  of  pain,  itching  and  discomfort  in 
external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis,  and  fissures,  incomplete  fistulas,  pruritus  ani  and 
relief  of  local  pain  and  discomfort  following  anorectal 
surgery. 

Anusol-HC  is  especially  indicated  when  inflammation  is 
present.  After  acute  symptoms  subside,  most  patients  can 
be  maintained  on  regular  Anusol"  Suppositories  or 
Ointment. 
CONTRAINDICATIONS 
Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the 
preparations. 
WARNINGS 

The  safe  use  of  topical  steroids  during  pregnancy  has  not 
been  fully  established.  Therefore,  during  pregnancy,  they 
should  not  be  used  unnecessarily  on  extensive  areas,  in 
large  amounts  or  for  prolonged  periods  of  time. 

PRECAUTIONS 

General 

Symptomatic  relief  should  not  delay  definitive  diagnoses  or 

treatment. 

Prolonged  or  excessive  use  of  corticosteroids  might 
produce  systemic  effects. 


TUCKS * 

Pre-Moistened  Hemorrhoidal / Vaginal  Pads 
The  # 7 hemorrhoidal  padf  for  added  external  relief 
and  gentle  cleansing  of  fecal  residue 
□ Soothes,  cools,  comforts  the  irritation  and  itch  of 
hemorrhoids  and  other  common  anorectal  dis- 
orders 


If  irritation  develops.  Anusol-HC  Suppositories  and  Anusol- 
HC  Cream  should  be  discontinued  and  appropriate  therapy 

instituted. 

In  the  presence  ot  an  infection  the  use  of  an  appropriate 
antifungal  or  antibacterial  agent  should  be  instituted.  If  a 
favorable  response  does  not  occur  promptly,  the 
corticosteroid  should  be  discontinued  until  the  infection  has 
been  adequately  controlled 
Anusol-HC  is  not  for  ophthalmic  use. 

Pregnancy 
See  “WARNINGS" 
Pediatric  Use 


PARKE-DAVIS 

Warner-Lambert  Company 
Morris  Plains,  NJ  07950 

WARAER 

LAMBERT 


□ Hygienic  rectal  wipe— an  integral  part  of  the 
anorectal  regimen 

Once  pain  and  inflammation  subside,  for  dual 
action  recommend  regular  ANUSOL?— to  maintain 
patient  comfort— and  TUCKS"— to  maintain  patient 
anorectal  hygiene. 

Meeting  of  Am  Soc  Colon/ Rectal  Surgeons,  May  7 980. 

* Based  on  total  prescriptions  filled  for  hemorrhoidal  preparations  during  the 
first  three  quarters  of  7987.  The  National  Prescription  Audit.  IMS  America  Ltd 
Sept  1981. 

* 7987  data  from  leading  marketing  research  organization. 


PD-85-JA-0867-P-1  (2-82) 


Care  should  be  taken  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  and  infants. 

DOSAGE  AND  ADMINISTRATION 
Anusol-HC  Suppositories— Adults.  Remove  foil  wrapper  and 
insert  suppository  into  the  anus.  Insert  one  suppository  in 
the  morning  and  one  at  bedtime  for  3 to  6 days  or  until 
inflammation  subsides.Then  maintain  comfort  with  regular 
Anusol  Suppositories. 
Anusol-HC  Cream-Adults.  After  gentle  bathing  and  drying 
of  the  anal  area,  remove  tube  cap  and  apply  to  the  exterior 
surface  and  gently  rub  in.  For  internal  use,  attach  the 
plastic  applicator  and  insert  into  the  anus  by  applying 
gentle  continuous  pressure.  Then  squeeze  the  tube  to 
deliver  medication.  Cream  should  be  applied  3 or  4 times  a 
day  for  3 to  6 days  until  inflammation  subsides.  Then 
maintain  comfort  with  regular  Anusol  Ointment. 
NOTE:  If  staining  from  either  of  the  above  products  occurs, 
the  stain  may  be  removed  from  fabric  by  hand  or  machine 
washing  with  household  detergent. 
Store  between  59°-86°F  (15°-30°CJ 
1089G010 


CARE  FOR  YOUR  COUNTRY 

As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  investment 
of  your  time.  You  will  broaden  your  professional  expe- 
rience by  working  on  interesting  medical  projects  in  your 
community.  Army  Reserve  service  is  flexible,  so  it  won’t 
interfere  with  your  practice.  You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve  meetings.  You'll  also 
attend  funded  continuing  medical  education  programs.  You 
will  all  share  the  bond  of  being  civic-minded  physicians  who 
are  also  commissioned  officers.  One  important  benefit  of  being  an  officer  is 
the  non-contributory  retirement  annuity  you  will  get  when  you  retire  from  the 
Army  Reserve.  To  find  out  more,  simply  call  the  number  below. 

ARMY  RESERVE.  BE  ALL  YOU  CAN  BE. 


Please  phone  CPT  John  M.  Bray,  MSC  (collect)  at  1-612-854-7702/7328 


3401  WEST  41  st  STREET 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 

PHONE  336-3818 

C.  H.  "Chuck"  Point,  Mgr.  Home  phone  336-3168 


im* 

for  your  home  health  care  needs 


21st  and  Minnesota,  Sioux  Falls,  S.D.  605/336-1155 
219  Omaha,  Rapid  City,  S.D.  605/342-2773 

1723  Geneva,  Sioux  City,  Iowa  712/252-0505 


The  glucometer  is  for  the  diabetic  patient, 
who  wants  to  know  his  or  her  blood  glucose 
level. 

The  glucometer,  a small,  lightweight, 
portable,  battery-operated,  calibrated, 
instrument  measures  quantitatively  the  glucose 
in  whole  blood.  It  is  used  with  Dextrostix 
Reagent  Strips. 

Call  Kreiser's  Surgical  and  we  will  help  you. 


ANNUAL  AND  BIANNUAL  LEASING  OF  ALL  MAKES  OF  AUTOMOBILES 

LEASING  IS  NOT  FOR  EVERYONE,  BUT  MEDICAL 
PEOPLE  ARE  OUR  SPECIALTY.  ALL  MAKES  OF 
AUTOS,  TRUCKS,  4 WHEELERS.  VARIOUS  PLANS 
TO  FIT  YOUR  NEEDS  OR  THE  PROFESSIONAL 
GROUPS  WITH  WHOM  YOU  ARE  ASSOCIATED. 
REFERENCES  ARE  GLADLY  FURNISHED  AND  WE 
WILL  WORK  WITH  YOUR  ACCOUNTANTS. 
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Chapter  News 


I \for  the '80s 


SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


SOCIETY  OF  TEACHERS  OF  FAMILY  MEDICINE  AC- 
TIVITIES 

Scheduled  workshops  covering  the  following  subjects: 

-Aging 

— Faculty  Development 
— Predoctoral  Education 
— The  Family 

Appointed  Task  Forces  to  address: 

— Aging 

—Community  Hospitals 
—Computers  in  Family  Medicine 
— The  Family 

— Humanities  in  Family  Medicine 
— Patient  Education 
— Professional  Communications  Skills 
— School  Health 
— Substance  Abuse 

• Conducted  a needs  assessment  survey  of  faculty  development 
and  research  needs  in  community  hospitals. 


• Maintained  a close  working  relationship  with  the  AAFP. 

• Published  the  STFM  Newsletter  about  Society  activities  for 
STFM  members  and  the  Boards  of  AAFP.  ABFP  and  FHFA. 

• Provided  a directory  of  fellowships  in  family  medicine. 

• Developed  a listing  of  faculty  members,  both  full  and  part- 
time.  in  family  medicine  residency  programs. 

• Received  recognition  as  a national  scientific  medical  society 
from  the  American  Medical  Association. 

• Accepted  an  invitation  for  membership  in  The  World  Organ- 
ization of  National  Colleges.  Academies  and  Academic  Asso- 
ciations of  General  Practitioners/Family  Physicians  (WONCA). 

• Scheduled  Regional  Meetings  for  five  of  the  six  STFM  regions. 

• Participated  with  the  Association  of  Teachers  of  Preventive 
Medicine  in  the  development  of  a joint  position  paper  on  family 
medicine  and  preventive  medicine. 

• Involved  more  than  200  members  (ten  percent  of  the  mem- 
bership) in  nine  standing  committees,  five  planning  committees, 
nine  task  forces  and  the  Board  of  Directors. 

For  Membership  Information.  Please  Call  STFM  Toll  Free  At 


• Appointed  a Long  Range  Planning  Committee. 


1-800-821-2512. 


• Published  monographs  on  Sports  Medicine.  Predoctoral  Ed- 
ucation and  The  Family. 

• Appointed  a medical  student  liaison  to  the  planning  committee 
for  the  Predoctoral  Education  Workshop. 

• Scheduled  a workshop  in  conjunction  with  the  Graduate  Med- 
ical Education  Division  of  the  American  Association  of  Medical 
Colleges. 

• Supported  the  American  Academy  of  Family  Physicians  in  its 
suit  to  restore  funding  for  22  residency  programs. 

• Supplied  liaisons  to  the  Academy  Commissions  on  Education 
and  Legislation  and  Governmental  Affairs  and  Committee  on 
Research. 

• Participated  in  the  State  Officers  Conference,  Program  Directors 
Workshop.  National  Conference  of  Family  Practice  Residents 
and  AAFP  Scientific  Session. 

• Established  a Committee  on  International  Family  Medicine 
Education. 

• Participated  in  the  formation  of  the  International  Center  for 
Family  Medicine. 

• Co-sponsored  with  the  PanAmerican  Federation  of  American 
Medical  Schools  fellowship  opportunities  in  faculty  development 
in  the  United  States  and  Canada  for  six  Latin  American  Fellows. 

• Scheduled  an  international  meeting  in  Puerto  Rico  to  provide 
interchange  opportunities  in  family  medicine  education  for  par- 
ticipants from  the  Western  Hemisphere.  Spain  and  Portugal. 

• Prov  ided  financial  support  as  one  of  the  parent  bodies  of  the 
Residency  Assistance  Program. 

• Completed  a two  year  grant  from  the  Family  Health  Foundation 
of  America  to  study  predoctoral  education,  which  resulted  in  a 
monograph  on  the  subject. 

• Participated  in  meetings  of  the  “Working  Party.’" 

• Broadened  the  scope  of  Family  Medicine  to  become  refereed 
journal  with  more  original  contributions. 


13th  ANNUAL 

1982  BLACK  HILLS  SUMMER  SEMINAR 
August  12-14,  1982 
Howard  Johnson  Motor  Lodge 
Rapid  City,  South  Dakota  57701 

Sponsor: 

SOUTH  DAKOTA  ACADEMY 
OF  FAMILY  PHYSICIANS 
CME  Credit:  AAFP:  15  Hours  Prescribed 

AM  A PR  A:  15  Hours  Catagory  I 

Registration  Fee:  $100.00 

Course  Objective: 

The  primary  objective  is  to  provide  SDAFP  members  and 
guest  registrants  a continuing  exposure  to  the  cyclic  core  of 
knowledge  in  Family  Medicine. 

Content  Areas: 

Educational  Units  in  Rheumatology,  Infectious  Diseases,  Ob- 
stetrics, Fetal  Assessment  and  Anxiety. 

For  Information  Contact:  L.  H.  Amundson,  M.D. 

SDAFP 

3001  South  Holly 
Sioux  Falls,  SD  57105 
(605)  335-5008 

Brochures  available  after  May  15,  1982 


Vice-President  Candidate 

The  SDAFP  announces  a Rapid  City  Family  Physician  Richard 
Finley,  M.D.  as  a candidate  for  a vice-president  position.  The 
election  will  be  held  during  the  annual  business  meeting  in  Rapid 
City  Friday,  August  13,  1982. 
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Health  Effects  Of  Low  Level  Exposure  To 
Radiation 

A Comprehensive  Symposium 
August  22-27,  1982 
Snow  Mountain  Ranch,  Colorado 

In-depth  discussions  will  be  presented  on  data  concerning 
the  health  effects  of  radiation,  critical  analyses  of  studies 
contributing  to  these  data,  standards  for  protection  against 
radiation,  nuclear  power  and  its  alternatives,  problems  of 
waste  disposal,  cost/benefit  and  risk/benefit  analyses,  etc. 
No  particular  background  in  the  subjects  is  required  of 
participants.  There  will  be  some  evening  sessions  of  interest 
to  attendees  and  spouses  with  topics  such  as  x-ray  mam- 
mography, Three-Mile  Island,  truths  and  fallacies  of  radiation 
exposure,  etc.  There  will  be  ample  time  for  discussion. 

Snow  Mountain  Ranch,  a 2500  acre  resort,  is  located  in 
Arapahoe  National  Forest  near  Rocky  Mountain  National 
Park.  They  cater  to  family  lodging  at  reasonable  prices; 
offer  such  recreational  facilities  as  tennis,  swimming  and 
roller  skating;  youth  programs  and  craft  classes;  and  trans- 
portation to  and  from  Denver. 

Registration  is  limited. 

Contact:  Officer  of  Post  Graduate  Medical  Education 
University  of  Colorado  Health  Sciences  Center 
4200  E.  Ninth  Avenue  (#C- 295) 

Denver,  Colorado  80262 
Phone:  (303)  394-5241 
(CME  credits  have  been  applied  for  from  the 
AMA  and  ABHP) 


up  the 
practice 
you  want. 


in  the  area 
you  want. 


BEING  A PHYSICIAN 
AND  A FAMILY  MAN  IS 
LIKE  MAKING  AN  INCISION 
WITH  A PARING  KNIFE  . . . 


it's  very  difficult  to  do.  And  the  fact  that  a physician 
has  medical  as  well  as  business  concerns  to  handle  makes 
for  a loss  of  time  and  money  ...  at  the  expense  of  the 
family. 

We  provide  you  with  an  environment  serving  a purpose — 
practicing  medicine  at  regular  working  hours.  No  sales- 
men and  attorneys  calling,  no  books  to  balance,  and 
no  late  hours.  You  can  concentrate  on  practicing  medicine 
with  a health  care  system  that's  one  of  the  finest  in  the 
world,  and  you'll  get  home  on  time,  too!  You'll  work 
in  modern,  well-equipped  hospitals  and  clinics  with  the 
most  up-to-date  technology. 

Also  included  are  excellent  programs  of  compensation, 
opportunities  for  professional  growth  and  specialization, 
30  days  of  vacation  with  pay  each  year,  full  medical 
and  dental  care  and  more. 


With  the  Air  Force,  we  want  you  to  do  one  thing:  practice 
medicine.  We  would  like  to  provide  you  with  more  in- 
formation on  Air  Force  medicine. 

Contact:  Terry  Thompson  Cali  Collect: 

619  W.  11th  Street  605/334-4771 


A great  way  of  life 


It’s  a goal  we  achieve  by  offering  you  a 
choice  of  over  60  well  equipped  acute  care 
hospitals  coast  to  coast;  by  offering  you 
selected  financial  assistance,  and  by  offering 
you  management  consulting  when  you  begin 
your  practice. 

At  National  Medical  Enterprises,  we  ll  help 
you  establish  a comfortable  and  successful 
Primary  Care  practice. 

Where  you  want  it. 

How  you  want  it. 

So  whether  you're  interested  in  a solo, 
partnership,  or  a group  practice,  you  should 
contact  NME. 

We  re  the  experts. 


For  further  Information,  contact: 

Raymond  C.  Pruitt,  Director  Physician  Relations 

National  Medical  Enterprises 

11620  wilshlre  Blvd.,  Los  Angeles,  California  90025. 

Call  Toll-Free  800-421-7470 

or  collect  (213)  479-5526. 

nRTionnb  mu\m  C-p) 

ENTERPRISES,  IRC.  ^”7 
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The  Total  Health  care  Company.” 
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Rehydration  Of  Air  Dried  Pap  Smears  In  A 
Regional  Clinical  Laboratory 


B.  W.  Larson,  M.D.* 
R.  D.  Schultz,  M.D.** 


ABSTRACT 

Considerations  prompting  discussion  of  air  dried 
and  rehydrated  vaginal-cervical  cytology  specimens 
are  presented.  A brief  historical  perspective  is  given, 
and  the  method  used  and  experience  with  the  tech- 
nique, as  employed  by  a regional  reference  labora- 
tory, are  described. 


Cytologic  smears  of  the  lower  female  genital  tract, 
when  stained  and  examined  following  air  drying, 
show  marked  distortion  which  makes  them  unin- 
terpretable. The  drying  artifact  is  not  irreversible, 
however,  and  it  has  been  demonstrated  that  rehy- 
dration using  glycerin,  followed  by  immediate  fix- 
ation and  staining,  nicely  restores  cellular 
architecture.  This  is  not  universally  appreciated  by 
gynecologists  and  pathologists  trained  in  traditional 
methods,  and  the  technique  has  been  erroneously 
equated  by  some  with  evaluation  of  unprocessed 
dry  material.  There  is  little  recent  gynecologic  or 
cytologic  literature  on  the  topic.  Koss’  standard 
textbook  of  cytology1  makes  only  brief  mention  of 
the  technique,  stating  that  it  damages  secretory  (e.g. 


* Resident  in  Pathology,  University  of  South  Dakota  Affiliated 
Hospitals. 

**  Pathologist,  Sioux  Falls,  S.D..  and  Clinical  Associate  Professor 
of  Laboratory  Medicine,  U.S.D.  Medical  School. 

***Laboratory  of  Clinical  Medicine  (LCM), Sioux  Falls,  S.D. 


endocervical)  cells.  This  may  refer  to  early  methods 
of  rehydration  which,  as  pointed  out  by  Bonime,2 
possess  this  deficiency.  Koss  endorses  high  alcohol 
spray  fixatives  in  spite  of  his  warnings  that  1 ) spray- 
ing should  be  performed  under  a hood  to  avoid 
inhalation,  2)  the  distance  that  the  spray  can  is  held 
from  the  slide  is  critical,  and  3)  commercial  spray 
fixatives  must  be  carefully  tested  prior  to  use.  These 
conditions,  in  addition  to  concern  about  lack  of 
penetrance  into  thicker  areas  of  the  smear  and  the 
need  for  immediate  coating,  make  proper  fixation 
in  the  physician’s  examination  room  by  this  method 
highly  uncertain.  This  issue  is  of  some  local  and 
regional  importance  since  a reference  laboratory*** 
which  processes  and  interprets  Pap  smears  for  nu- 
merous area  physicians  has  been  rehydrating  gy- 
necologic specimens  for  fourteen  years. 

Prior  to  1966.  traditional  fixation  of  Paps  con- 
sisted of  immersion  in  ether-ethanol,  which  was  re- 
placed by  95%  ethanol  due  to  the  fire  hazard 
associated  with  the  former  solution.  Ethanol  re- 
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mained  an  expensive  fixative,  however,  in  addition 
to  its  liability  for  abuse.  Also,  immersion  of  slides 
in  closed  containers  for  transport  was  inconvenient. 
The  inconsistency  of  spray  fixation,  as  mentioned 
above,  made  it  unacceptable  as  well.  Either  method 
added  a “middle  man”  to  the  processing  of  the 
smear,  creating  an  additional  variable.  Thus,  it  was 
with  considerable  scientific  interest  that  Bonime’s 
original  article  was  received.  In  it  he  demonstrated 
that  after  twenty  years  of  experimentation  he  had 
devised  a technique  of  rehydration  of  air  dried  slides, 
using  glycerin  and  water,  which  restored  cellular  de- 
tail. It  produced  results  equal  to  (or  superior  in  the 
case  of  thick  or  blood-tinged  smears)  existing  meth- 
ods. The  cytology  laboratory  could  then  perform 
immediate  fixation  of  the  dried  smear,  thus  con- 
trolling this  critical  step  within  the  laboratory.  The 
method,  modified  only  slightly  from  Bonime’s  orig- 
inal technique,  is  as  follows: 

1 . The  dry  smear  is  placed  in  a solution  of  50% 
glycerin  and  50%  distilled  water  for  3 min- 
utes. 

2.  The  slide  is  then  immediately  washed,  suc- 
cessively in  solutions  of  95%,  70%,  50% 
ethanol  and  distilled  water,  prior  to  the  ini- 
tial hematoxylin  staining  step.  This  removes 
the  glycerin  and  fixes  the  cells.  The  solutions 
are  changed  daily. 

This  procedure  has  provided,  in  the  opinion  of 
the  cytotechnologists  and  pathologists  who  review 
the  material,  a quality  and  uniformity  not  achievable 
by  other  methods  in  a large  “mail-in”  practice.  This 
has  been  the  experience  of  other  groups  as  well. 
H.  E.  Nieburgs,  M.D..  cytopathologist  at  the  Mt. 
Sinai  Medical  Center.  New  York  City,  indicated  in 
a recent  communication  to  one  of  us  (R.D.S.)  that 
he  has  had  twenty  years  of  similar  favorable  ex- 
perience using  rehydration.3  A double  blind  study 
employing  New  York  Area  cytopathologists  first 
convinced  him  of  its  merits.  William  C.  Johnston, 
M.D.,  Professor  of  Cytopathology  at  Duke  Uni- 
versity, while  in  South  Dakota  recently  to  address 
the  Sioux  Falls  Obstetrics  and  Gynecological  Society, 
had  the  opportunity  to  examine  smears  prepared  in 
this  manner.  He  stated  that  they  were  of  “excellent 
quality,”  although  he  is  able  to  fix  with  ethanol  at 
Duke  because  of  the  controlled  nature  of  his  pre- 
dominantly “in-house”  practice. 

In  summary,  it  is  urged  that  air  drying  and  re- 
hydration ofgynecologic  cytology  specimens  not  be 
equated  with  air  drying  followed  by  staining  alone. 
In  the  experience  of  a large  South  Dakota  laboratory 
and  others,  uniformity  of  fixation  and  preservation 
of  material  has  been  enhanced  with  this  technique. 
In  fact,  these  groups  much  prefer  receiving  dried  to 
spray-fixed  material.  Rehydration  removes  a critical 


variable,  making  proper  evaluation  of  the  cytologic 
specimen  dependent  only  on  the  clinician  who  col- 
lects it  and  the  cvtotechnologist  and  pathologist  who 
interpret  it. 
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A Spot  On  Your  Lung 


Ralph  Read,  M.D.* 


A common  problem  in  radiology  is  the  chest  film 
with  a “Solitary  Pulmonary  Nodule”.  These  small 
densities  present  both  a diagnostic  and  theraputic 
dilemna. 

The  two  most  important  steps  to  remember  are 
to  compare  the  appearance  with  any  old  studies  and 
to  obtain  whatever  studies  are  necessary  to  define 
this  suspected  lung  lesion. 

If  a lesion  has  been  present  for  2 years  and  is 
unchanged,  it  is  presumed  to  be  benign.  However, 
there  are  often  small  differences  which  could  be  due 
to  differences  in  film  technique— then  other  factors 
must  be  considered. 

If  the  initial  finding  is  not  definite,  a repeat  film 
may  show  it  to  be  an  artifact,  or  a rib-detail  film 
may  show  it  to  be  related  to  a healing  fracture  or 
other  bone  lesion  (Osteochondroma,  Osteoma).  Of 
course,  the  chest  should  be  examined  for  nipple  or 
skin  lesions  since  they  can  appear  identical  to  a lung 
nodule.  Special  care  must  be  taken  to  avoid  assuming 
that  any  skin  lesion  or  nipple  is  the  cause  of  a density 
on  chest  film  — it  may  be  superimposed  on  a sig- 
nificant lung  lesion! 


*Clinical  Chief,  Department  of  Radiology,  University  of  South 
Dakota  School  of  Medicine,  Sioux  Falls,  S.D. 


Tomograms  are  usually  indicated  if  other  methods 
leave  doubt  as  to  the  significance  of  a nodule.  Cal- 
cification can  be  a certain  indication  that  a lesion 
is  benign.  But  only  if  it  fulfills  specific  criteria. 

1)  Central  or  concentric  calcification  is  a definite 
indication  of  a granuloma  which  is  always  benign. 
2)  ‘Popcorn’  calcification-a  diffuse  dystrophic  cal- 
cification characteristic  of  hamartoma-which  may 
grow  but  is  ‘never’  malignant 

If  calcification  is  eccentric  it  means  nothing  as 
malignancies  may  calcify  or  may  occur  in  or  adjacent 
to  a calcified  granuloma. 

Age  and  known  disease  (especially  known  malig- 
nancy or  proven  lack  of  operability)  may  affect 
management.  Youth  does  not  protect  against  ma- 
lignancy but  makes  it  statistically  unlikely. 

Judgement  is  required  to  balance  expected  mor- 
bidity of  treatment  against  the  risk  of  a pulmonary 
lesion  being  a potentially  curable  malignancy.  Re- 
member that  these  patients  have  a much  lower  mor- 
tality rate  compared  to  the  ‘overall’  rate  for  all  lung 
cancer  patients. 
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CLASS  REPRESENTATIVES 


1908-1922  Alumni  Office 

1923  G.  I.  W.  Cottam,  M.D. 

1 924  Alumni  Office 

1925  M.  C.  Tank,  M.D. 

1926  F.  L.  Hummer,  M.D. 

1927  R.  S.  Hubbs,  M.D. 

1928  John  Fillmore,  M.D. 

1929  W.  Fairbanks,  M.D. 

1930  Harry  L.  Schwartz,  M.D. 

1931  F.  T.  Sorum,  M.D. 

1932  B.  V.  Reaney,  M.D. 

1933  V.  V.  Rockey,  M.D. 

1934  M.  C.  Thompson,  D.O. 

1935  E.  S.  Palmerton,  M.D. 

1936  H.  B.  Shreves,  M.D. 

1937  J.  J.  DeRoos,  M.D. 

1938  R.  J.  Ogborn,  M.D. 

1939  Cleo  L.  Vogele,  M.D. 

1940  Don  Alcott,  M.D. 

1941  H.  L.  Saylor,  Jr.,  M.D. 

1942  D.  L.  Scheller,  M.D. 

1943  Warren  Jones,  M.D. 

1944  M.  J.  Johnson,  M.D. 

1945  F.  U.  Sebring,  M.D. 

1946  R.  H.  Lindquist,  M.D. 

1947  C.  W.  Rainy,  M.D. 

1948  C.  H.  Steele,  M.D. 

1949  W.  F.  Stanage,  M.D. 

1950  R.  T.  Orr,  M.D. 


1951  Phyllis  Huffman,  M.D. 

1952  Dennis  J.  Walter,  M.D. 

1953  R.  P.  Bose,  M.D. 

1954  D.  E.  Guenther,  M.D. 

1955  R.  D.  Hockett,  M.D. 

1956  D.  J.  Baltzer,  M.D. 

1957  Lyle  Munneke,  M.D. 

1958  P.  W.  Flynn,  M.D. 

1959  J.  G.  Garrick,  M.D. 

1960  T.  P.  Gormley,  M.D. 

1961  Richard  Porter,  M.D. 

1962  W.  N.  Golliher,  M.D. 

1963  D.  V.  Rousseau,  M.D. 

1964  T.  L.  Looby,  M.D. 

1965  Gail  Benson,  M.D. 

1966  A.  A.  Lampert,  M.D. 

1967  James  R.  Adams,  Jr.,  M.D. 

1968  C.  L.  Pelton,  M.D. 

1969  James  Giebink,  M.D. 

1970  J.  L.  Peterson,  M.D. 

1971  R.  F.  Schroeckenstein,  M.D. 

1972  Patricia  Lankhorst,  M.D. 

1973  R.  J.  Bury,  M.D. 

1974  Steve  Larson,  M.D. 

1977  R.  A.  Schmaltz,  M.D. 

1978  Robert  Goodhope,  M.D. 

1979  Judith  Gravdal,  M.D. 

1980  Alvin  E.  Wessel,  Jr.,  M.D. 

1981  Daniel  J.  Heinemann,  M.D. 


Contributions  may  be  sent  to-. 


Alumni  Foundation 

University  of  South  Dakota  School  of  Medicine 
East  Clark  & Dakota 
Vermillion,  South  Dakota  57069 
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This  Is  Your  Medical  Association 


The  Vogele  Medical  Clinic,  Aberdeen,  announced 
the  association  of  two  new  physicians,  James  R. 
Lukach,  M.D.  and  Arlin  M.  Myrmoe,  M.D.,  both 
specialists  in  internal  medicine.  Dr.  Lukach  received 
his  M.D.  degree  from  the  University  of  North  Da- 
kota School  of  Medicine  and  completed  his  residency 
at  UND  affiliated  hospitals  in  Fargo.  Dr.  Myrmoe 
graduated  from  the  University  of  South  Dakota 
School  of  Medicine  and  completed  his  residency  at 
Akron  General  Medical  Center.  Akron,  Ohio. 

* * * 

Jerel  E.  Tieszen,  M.D.  has  recentlyjoined  the  Dept, 
of  Internal  Medicine  at  Central  Plains  Clinic,  Sioux 
Falls.  Dr.  Tieszen  is  a native  South  Dakotan,  having 
been  born  in  Marion,  S.D.  He  received  his  pre-med 
education  at  Augustana  and  the  University  of  South 
Dakota  and  obtained  his  M.D.  at  Tufts  University 
School  of  Medicine  in  Boston.  After  serving  his  in- 
tership at  McKennan  Hospital,  Sioux  Falls,  he  com- 
pleted a residency  in  internal  medicine  at  Mayo 
Clinic  in  Rochester. 

* * * 

At  its  recent  1981  Annual  Convention  and  Scientific 
Assembly  held  in  Las  Vegas,  The  American  Acad- 
emy of  Family  Physicians  held  a special  ceremony 
to  express  its  gratitude  to  those  members  who  have 
maintained  a quarter  century  of  membership  and 
service  in  the  AAFP.  Among  the  South  Dakota  phy- 
sicians who  received  a silver  pin  and  certificate,  were 
Drs.  Bernhoff  R.  Skogmo  of  Mitchell,  David  J. 
Buchanan  of  Huron,  D.  L.  Scheller  of  Arlington, 
Clifford  F.  Binder  and  Lambert  W.  Holland  of 
Chamberlain.  B.  T.  Otey  of  Flandreau,  A.  P.  Peeke 
of  Volga,  Alvin  R.  Scheffel  and  David  M.  Patterson 
both  of  Redfield. 

* * * 

C.  C.  Pascale,  D.O.  of  Centerville,  was  recently  pre- 
sented the  Citizen  of  the  Month  award  by  the  Cen- 
terville Chamber  of  Commerce,  for  his  many  and 
varied  contributions  to  the  community  of  Center- 
ville. He  is  a charter  member  of  the  Centerville 
Rotary  club,  he  has  served  as  physician  to  the  Cen- 
terville Good  Samaritan  Center,  served  on  the  Ad- 
visory Board  and  was  instrumental  in  the  Center’s 
construction.  He  has  also  served  as  physician  to  the 
Bethesda  Nursing  Home  at  Beresford  and  is  still 
serving  Irene  Nursing  Home.  He  is  also  a long  time 
member  of  the  Centerville  fire  department  and  an 
active  member  in  his  church. 


Dr.  A.  P.  Reding,  of  Marion,  was  honored  for  30 
years  of  distinguished  service  by  the  South  Dakota 
Academy  of  Family  Physicians  during  its  annual 
meeting  held  in  Rapid  City  recently.  Dr.  Reding 
served  many  years  as  delegate  to  both  the  Congress 
of  Delegates  of  the  AAFP  and  the  House  of  Delegates 
of  the  AMA.  The  president  of  the  AAFP,  Sam  A. 
Nixon.  M.D.  of  Houston,  Texas,  presented  Dr. 
Reding  with  a handsome  walnut  and  bronze  plaque. 

* * * 

Loren  H.  Amundson,  M.D.,  Sioux  Falls,  was  recently 
appointed  to  the  Commission  on  Education,  a func- 
tion of  the  American  Academy  of  Family  Physicians. 
This  commission  assists  medical  schools  and  hos- 
pitals in  training  family  physicians. 

* * * 

Dr.  Paul  Hohm,  Huron,  and  Dr.  Robert  Hayes,  State 
Health  Department.  Pierre,  were  both  honored  re- 
cently for  their  outstanding  work  in  rural  health 
care.  Dr.  Roseoe  Dean  of  Wessington  Springs  pre- 
sented these  two  physicians  with  the  Centennial 
Award  plaques  (Wessington  Springs  celebrates  100 
years  in  1982)  at  a ceremony  for  the  burning  of  the 
$100,000  mortgage  of  the  Weskota  Manor.  Dr. 
Dean,  also  very  active  in  rural  health  care,  serves 
on  the  Board  of  Weskota  Manor. 

* * * 


Thomas  Mead,  M.D.,  54,  died  recently  at  his 
home  in  Spearfish,  S.D.  He  was  born  Jan.  8, 
1927  in  Ipswich  and  grew  up  in  the  Flandreau 
and  Vermillion  area.  He  graduated  from  Ver- 
million High  School.  He  graduated  from  Uni- 
versity of  South  Dakota  in  1945  and  from 
Northwestern  University  Medical  School  in 
1947  and  interned  at  Iowa  University  Hospital 
in  Iowa  City.  He  moved  to  Spearfish  in  1953 
after  serving  with  the  U.S.  Navy.  Dr.  Mead 
retired  in  k979  following  heart  surgery. 

Surviving  are  his  wife,  Nancy,  Spearfish; 
three  daughters,  Mrs.  Jim  (Pat)  Long  of  Mis- 
souri Valley,  Iowa;  Mrs.  Larry  (Linda)  McFall 
of  Walnut  Creek,  Calif.,  and  Mrs.  Dan  (Mar- 
tha) Svatos  of  Lake  Andes;  two  sons,  Tom  of 
Hampton,  Iowa,  and  Bob  of  Billings,  Mont.; 
five  grandchildren;  his  mother,  Gwen  Mead  of 
Spearfish  and  a brother,  Richard  Mead,  Rapid 
City. 
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Future  Meetings 


May 

Postgraduate  Conference  On  Obstetrics  And  Gynecology:  Gy- 
necologic Surgery,  Univ.  of  Iowa  Hosp.  and  Clinics,  Iowa  City, 
IA,  May  3-4.  AMA  Category  I credits.  Contact:  Richard  M. 
Caplan,  M.D.,  Assoc.  Dean  for  CME,  Univ.  of  Iowa  College 
of  Med.,  Iowa  City,  IA  52242. 

Cardiology  Today,  Univ.  of  Iowa  Hosp.  and  Clinics,  Iowa  City, 
IA.  May  3-7.  AMA  Category  I credits.  Contact:  Richard  M. 
Caplan,  M.D.,  Assoc.  Dean  for  CME,  Univ.  of  Iowa  College 
of  Med.,  Iowa  City,  IA  52242. 


Midwest  Conference  on  Geriatrics,  Univ.  of  Iowa  Hosp.  and 
Clinics,  Iowa  City,  IA,  May  6-7.  AMA  Category  I credits. 
Contact:  Richard  M.  Caplan,  M.D.,  Assoc.  Dean  for  CME, 
Univ.  of  Iowa  College  of  Med.,  Iowa  City,  IA  52242. 


Arrhythmias  & Cardiac  Ischemia:  Diagnosis  & Management,  Las 
Vegas,  NV,  June  11-13.  Fee:  $245.  13  hrs.  AAFP  & AMA 
Category  I credits.  Contact:  IMEC,  64  Inverness  Dr.,  E.,  En- 
glewood, CO  80112.  Phone:  (800)  525-8651. 


Fifth  Annual  Black  Hills  Seminar  on  Advances  in  Clinical  Pe- 
diatrics, Sylvan  Lake  Resort,  Custer,  SD,  June  16-18.  Contact: 
L.  R.  Wellman,  M.D.,  Prog.  Coor.,  Dept,  of  Peds.,  USD  School 
of  Med.,  1 100  S.  Euclid,  Sioux  Falls,  SD  571  17-5039.  Phone: 
(605)  339-6578. 


Clinical  Management  Of  Coronary  Disease  And  Dual-Mode  Ex- 
ercise Testing,  Newport  Beach,  CA,  June  25-27.  1 3 hrs.  AAFP 
& AMA  Category  I credits.  Fee:  $245.  Contact:  IMEC,  64 
Inverness  Dr.,  E.,  Englewood,  CO  80112.  Phone:  (800)  525- 
8651. 


The  1982  Desert  Medical  Classic,  The  Spa  Hotel,  Palm  Springs, 
CA,  May  9-14.  16  hrs.  Category  I credits.  Contact:  DMC-1982, 
P.O.  Box  183,  Alton,  IL  62002. 


Otolaryngology  Clinical  Conference,  Univ.  of  Iowa  Hosp.  and 
Clinics,  Iowa  City,  IA,  May  14.  AMA  Category  I credits.  Con- 
tact: Richard  M.  Caplan.  M.D.,  Assoc.  Dean  for  CME,  Univ. 
of  Iowa  College  of  Med..  Iowa  City.  IA  52242. 


Cardiac  Rehabilitation,  St.  Louis,  MO,  May  14-15.  Fee:  $245. 
1 3 hrs.  AAFP  & AMA  Category  I credits.  Contact:  IMEC,  64 
Inverness  Dr.,  E„  Englewood,  CO  80112.  Phone:  (800)  525- 
8651. 


Clinical  Management  of  Coronary  Disease  and  Dual-Mode  Ex- 
ercise Testing,  Chicago,  IL,  May  14-15.  Fee:  $245.  13  hrs. 
AAFP  & AMA  Category  I credits.  Contact:  IMEC,  64  Inverness 
Dr.,  E.,  Englewood,  CO  80112.  Phone:  (800)  525-8651. 


Current  Concepts  in  Vitreo-Retinal  Disease  and  Surgery,  Crown 
Center  Hotel,  Kansas  City,  MO,  May  21-22.  Contact:  Con- 
tinuing Education,  KUMC,  39th  & Rainbow,  Kansas  City,  KS 
66103.  Phone:  (913)  588-4488. 


ECG  Interpretation  & Arrhythmia  Management,  San  Francisco, 
CA,  May  21-22.  Fee:  $245.  13  hrs.  AAFP  & AMA  Category 
I credits.  Contact:  IMEC,  64  Inverness  Dr.,  E.,  Englewood, 
CO  801 12.  Phone:  (800)  525-8651. 


Behavioral  Neurology,  Univ.  of  Iowa  Hosp.  and  Clinics,  Iowa 
City,  IA,  May  26-28.  AMA  Category  I credits.  Contact:  Richard 
M.  Caplan,  M.D.,  Assoc.  Dean  for  CME,  Univ.  of  Iowa  College 
of  Med.,  Iowa  City  I A 52242. 

June 

Eastern  Section  Soft  Tissue  Surgery  Workshop,  Host,  of  St.  Ra- 
phael, New  Haven,  CT,  June  4-5.  17  hrs.  AMA  Category  I 
credit.  Fee:  $275.  Contact:  Barbara  Fuhlbruk,  Prog.  Coordi- 
nator, New  Haven  ENT  & Facial  Plastic  Surg.  Ctr.,  98  York 
St.,  New  Haven,  CT  06511.  Phone:  (203)  865-1185. 


ECG  Interpretation  & Arrhythmia  Management,  Orlando,  FL, 
June  25-27.  13  hrs.,  AAFP  & AMA  Category  I credits.  Fee: 
$245.  Contact:  IMEC,  64  Inverness  Dr.,  E.,  Englewood,  CO 
80112.  Phone:  (800)  525-8651. 


National  Board  Review  Course  In  Pulmonary  Medicine,  The  Pal- 
mer House,  Chicago,  IL,  June  21-25.  Fee:  ACCP  member— 
$350,  non-member— $400.  32  hrs.  AMA  Category  I credits. 
Contact:  Dale  E.  Braddy,  Dir.  of  Ed.,  ACCP,  91 1 Busse  High- 
way, Park  Ridge,  IL  60068. 


Medical  Research:  Pathway  to  Better  Health.  Nutrition  In  The 
Young  And  Elderly,  Univ.  of  Minn.,  Duluth,  MN,  June  28- 
30.  Contact:  Edwin  Haller,  M.D.,  UMD  School  of  Med.,  2400 
Oakland  Ave.,  Duluth,  MN  55812.  Phone:  (218)  726-7969. 

July 

Summer  CME  Cruise/Conferences  On  Legal  — Medical  Issues, 
Caribbean  Conference,  TSS  Fairwind  departing  Ft.  Lauderdale, 
July  28-Aug.  7.  24  hrs.  AMA  Category  I credits.  Contact:  In- 
ternational Conferences,  Suite  C,  189  Lodge  Ave.,  Huntington 
Station,  NY  11746.  Phone:  (516)  549-0869. 

Current  Concepts  In  Pain  Management  And  Current  Concepts 
In  Office  Management,  Steamboat  Springs,  CO,  July  18-23. 
AMA  Category  I credits.  Fee:  $250.  Contact:  Current  Concept 
Seminars,  9400  S.  Dadeland  Blvd.,  #300,  Miami,  FL  33156. 
Phone:  (305)  666-1401. 

August 

Summer  CME  Cruise/Conferences  On  Legal-Medical  Issues, 
Mediterranean  Conference,  MTS  Danae,  departing  Venice,  It- 
aly, Aug.  21 -Sept.  4.  24  hrs.  AMA  Category  I credits.  Contact: 
International  Conferences,  Suite  C,  1 89  Lodge  Ave.,  Huntington 
Station,  NY  11746.  Phone:  (516)  549-0869. 

October 

Seventh  Annual  International  Body  Imaging  Conference,  Sheraton 
Royal  Waikoloa  Hotel,  Kona,  Hawaii,  Oct.  9-17.  Fee:  $385. 
28  hrs.  Category  I ACR  credits.  Contact:  Conference  Secretary, 
Seventh  Ann.  International  Body  Imaging  Conf.,  Dept,  of  Ra- 
diology, West  Park  Hosp.,  22144  Roscoe  Blvd.,  Canoga  Park, 
CA  91304.  Phone:  (213)  340-0580  ext.  280. 
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Three  important  products 
from  Dista 


Nalfoii  200 

fenoprofen  calcium 


200-mg*  Pulvules® 


Notion 

fenoprofen  calcium 


300-mg*  Pulvules 
600-mg*  Tablets 


Keflex 

cephalexin 


250  and  500-mg  Pulvules 

125  and  250-mg  Oral  Suspensions 


‘Present  as  230  6 mg.  345  9 mg.  and  691  8 mg  of  the  calcium  salt  of  fenoprofen  dihydrate  equivalent  to  200 
mg.  300  mg.  and  600  mg  fenoprofen  respectively 


Additional  information  available  to  the  profession  on  request. 


DISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
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. ...  presenting  symptoms:  palpitations,  chest  pain, 
chronic  exhaustion  and  occasional  difficulties  in  breathing. 
Good  reason  for  concern.  A complete  workup  uncovers  no 
organic  dysfunction,  but  it  does  reveal  excessively  high 
levels  of  anxiety  and  apprehension. 

£ For  rapid  relief  you  prescribe 
Valium  (diazepam/Roche) 

At  times  like  this,  Valium  (diazepam/Roche)  can  be  a 
potent  therapeutic  ally.  It  works  promptly.  Within  just  a few 
hours,  the  patient  begins  to  feel  calmer.  And  in  a few ’days, 
anxiety  relief  not  only  becomes  more  pronounced  but  a 
noticeable  reduction  in  anxiety-generated  somatic  symp- 
toms also  occurs. 

Equally  important,  Valium  is  generally  well  tolerated. 
Side  reactions  more  serious  than  drowsiness,  ataxia  and 
fatigue  are  rare.  Patients  should,  of  course,  be  cautioned 
against  driving  or  drinking  alcohol  while  on  Valium  therapy. 
Periodic  reassessment  of  the  need  for  antianxiety  medica- 
tion should  also  be  performed. 

Valium 

diazepam/Roche 

2-mg,  5-mg,  10-mg  scored  tablets 

BECAUSE  YOU’RE  CONVINCED 
THE  PATIENT  NEEDS  IT 


Please  see  summary  of  product  information  on  the  following  page. 


VALlUM®(diazep  am/Roche) 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety.  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  ad- 
junctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syndrome;  con- 
vulsive disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is.  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies.  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma;  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures.  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants. Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessiv^  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use,  generally  at  higher  therapeutic  levels,  for  at  least 
several  months.  After  extended  therapy,  gradually  taper 
dosage.  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines,  nar- 
cotics, barbiturates,  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action.  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation. 

The  clearance  of  Valium  and  certain  other  benzodiaz- 
epines can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration.  The  clinical  significance 
of  this  is  unclear. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  Anxiety  disorders,  symptoms  of  anxiety.  2 to  10 
mg  b i d.  to  q i d ; alcoholism,  10  mg  t.i.d.  or  q.i.d.  in 
first  24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed; 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive  disorders,  2 to  10  mg 
b i d.  to  q.i.d.  Geriatric  or  debilitated  patients:  2 to  2'/2 
mg,  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated.  (See  Precautions.)  Children:  1 to  2'/2  mg  t.i.d. 
or  q.i.d.  initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months). 

How  Supplied:  For  oral  administration,  Valium  scored 
tablets — 2 mg,  white;  5 mg,  yellow;  10  mg,  blue — 
bottles  of  100*  and  500;*  Prescription  Paks  of  50, 
available  in  trays  of  10  * Tel-E-Dose®  packages  of  100, 
available  in  trays  of  4 reverse-numbered  boxes  of  25, t 
and  in  boxes  containing  10  strips  of  10.t 

*Supplied  by  Roche  Products  Inc.,  Manati,  Puerto 
Rico  00701 

tSupplied  by  Roche  Laboratories,  Division  of 
Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110 
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Medicine 


A Patient  With  Carcinoma  Of  The  Prostate  In 


Treatment  With  Stilphosterol  Developed  A Near 
Fatal  Pulmonary  Complication 


Warren  L.  Jones,  M.D.,  FACP* 


ABSTRACT 

This  is  a patient  with  carcinoma  of  the  prostate 
and  with  bone  and  soft  tissue  metastases  who  was 
being  treated  with  Stilphosterol  with  benefit  when 

This  68  year  old  retired  farmer  was  admitted  to 
Sioux  Valley  Hospital  presenting  no  complaints  at 
this  time.  He  had  enjoyed  good  health  all  of  his  life 
until  the  onset  of  the  present  illness  3 weeks  prior 
to  his  hospital  admission  on  4/9/81  when  he  noted 
the  sudden  onset  of  right  CV  angle  pain  that  awak- 
ened him  in  the  middle  of  the  night  and  lasted  about 
two  hours,  then  gradually  diminished  and  disap- 
peared. The  pain  was  harsh  and  was  a severe  aching 
pain.  The  next  day  he  felt  normal  again  and  didn’t 
think  anything  more  of  that  episode.  He  had  no 
urinary  symptoms  related  to  that  spell,  and  no  other 
symptoms.  A similar  episode  of  pain,  in  the  same 
location,  occurred  one  week  later  beginning  at  10 
p.m.  in  the  evening  before  he  had  gone  to  bed,  and 
lasted  until  4 a.m.  The  pain  was  of  the  same  type. 


* Clinical  Professor  Internal  Medicine,  U.S.D.  School  of  Med- 
icine. Sioux  Falls,  S.D. 


he  developed  severe  shortness  of  breath  and  nearly 
expired  as  a result  of  a pulmonary  complication  of 
this  total  illness.  Subsequently,  a discussion  of  the 
cause  and  effect  and  mechanism  of  this  near  fatal 
illness  is  carried  out. 

a little  more  harsh  than  the  prior  bout,  but  in  all 
other  respects  was  the  same.  Neither  of  these  bouts 
of  pain  were  transmitted  down  to  the  groin  or  to 
the  genitalia  or  even  on  to  the  abdomen.  The  patient, 
following  the  second  bout,  which  likewise  abated 
spontaneously,  sought  advice  of  his  local  physician 
in  Tyndall,  South  Dakota  who  performed  an  IVP 
and  found  the  right  kidney  non-functioning,  and  got 
a chest  x-ray  and  found  a mass  shadow  in  the  right 
lower  lung  field,  which  on  lateral  view  was  in  the 
location  of  the  right  middle  lobe.  The  patient  then 
underwent  an  upper  GI  series,  cholecystogram  and 
barium  enema  study,  all  of  which  were  normal.  He 
had  noted  a mild,  poorly  productive  cough  over  the 
past  6 months  to  a year  which  had  become  a little 
more  noticeable  during  this  past  winter,  but  was  so 
negligible  he  thought  nothing  of  it.  The  expectorant 
which  was  scanty  in  amount,  did  on  several  occa- 
sions show  “specks  of  red”.  His  weight  remained 
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stable  at  190-200  lbs.  and  at  a height  of  5' 10".  Careful 
review  of  systems  added  no  additional  data  of  im- 
port. His  past  history  included  an  appendectomy  in 
1936,  a severe  bout  of  hepatitis  in  1958,  which  was 
treated  for  3 months  by  bed  rest  at  home  and  finally 
cleared,  and  had  not  recurred. 

A physical  examination  was  performed.  This  was 
a veil  developed,  somewhat  overweight  male  who 
appeared  his  stated  age  of  68  years.  He  was  coop- 
erative, rational  and  fully  ambulatory.  The  blood 
pressure  160/82,  the  pulse  72/M,  regular  and  of  good 
quality.  Respirations  20/M.  The  head  and  neck,  and 
EENT  were  entirely  negative.  Funduscopy  did  reveal 
a Class  I arteriosclerotic  change,  otherwise  negative. 
A mild  arcus  senilis  was  present.  Chest  was  well 
developed,  symmetrical  with  no  limitation  of  mo- 
tion. The  lung  fields  were  clear  on  examination,  no 
rales  were  audible.  There  was  no  palpable  cervical 
or  axillary  adenopathy.  The  heart  was  not  enlarged 
on  examination,  and  there  was  heard  at  the  apex  a 
Grade  II/VI  late  systolic  crescendo-type  murmur 
transmitted  nicely  to  the  left  axilla.  No  other  mur- 
murs, and  no  gallop  rhythm  noted.  The  abdomen 
was  negative.  The  rectal  exam  revealed  Grade  II 
enlargement  of  the  prostate,  moderately  indurated, 
irregular  in  surface,  but  no  lumps.  The  remainder 
of  the  physical  examination  was  negative,  and  the 
working  diagnoses  here  were:  1)  Apparent  non- 
function of  the  right  kidney,  cause  to  be  determined. 
2)  Mass  shadow  in  the  right  middle  lobe  region  on 
chest  x-ray,  cause  to  be  determined. 

The  hospital  studies  revealed  the  following  per- 
tinent findings.  The  UA  was  negative.  CBC  revealed 
a Hgb.  of  14.9  gms.%,  Hct.  45  Vol.%,  Wbc.  8,100 
with  a normal  differential.  The  ESR  (Westegren) 
8mm/hr.  Platelet  count  409,000.  A chest  x-ray  re- 
vealed a normal  heart  size,  negative  left  lung  field, 
and  on  the  right  there  was  a large  lobulated  mass- 
shadow  in  the  lower  lung  field  which  presented  in 
the  position  of  the  major  fissure.  This  measured  7 
cms.  in  its  greatest  diameter.  A right  lateral  chest 
x-ray  showed  this  mass-density  to  be  anteriorly 
either  within  the  lingula  or  in  the  right  middle  lobe. 
An  urologic  consultant  saw  the  patient  and  per- 
formed a cystoscopy  and  retrograde  study.  At  cys- 
toscopy was  found  a yellowish  mass  on  the  right 
side  of  the  bladder  involving  the  trigone.  With  some 
difficulty  the  ureteral  catheter  was  introduced,  but 
met  with  obstruction  at  the  pelvic  brim.  The  retro- 
grade pyelogram  reported  a marked  stenosis  of  the 
right  ureter,  and  quite  severe  dilatation  above  that 
level.  A biopsy  of  the  mass  in  the  urinary  bladder 
was  performed,  and  was  reported  as  an  adenocar- 
cinoma consistent  with  prostatic  origin,  Gleason 
Staging  Vl-V.  The  serum  acid  phosphatase  total  was 
elevated  at  1.11  units,  and  the  prostatic  fraction  was 


also  elevated  at  0.67  units.  Three  sputa  were  reported 
Class  I for  malignant  cells.  A bone  scan  was  per- 
formed and  revealed  increased  uptake  in  vertebral 
bodies  T-7  and  L-4,  and  an  increased  uptake  in  the 
left  sacroiliac  joint  compatable  with  bony  metas- 
tases.  The  patient  then  received  intervenous  Sil- 
phosterol  500  mgs.  in  250  ml.  d.w.,  IV  over  a 2- 
hour  period  daily  for  9 days.  He  withstood  this 
treatment  well,  and  towards  the  end  of  this  treatment 
regime  our  attention  again  centered  on  the  pul- 
monary lesion  which  somehow  did  not  seem  com- 
patable with  the  basic  diagnosis  of  carcinoma  of  the 
prostate.  The  patient  was  seen  by  a chest  surgeon, 
and  subsequently  underwent  a bronchoscopy  with 
bronchial  washings,  all  of  which  were  reported  nor- 
mal, and  a mediastinoscopy.  The  latter  procedure 
located  and  removed  several  abnormal,  appearing 
lymph  nodes  just  distal  to  the  carina  and  along  the 
right  main  stem  bronchus.  Pathologic  study  revealed 
two  of  these  lymph  nodes  to  show  metastatic,  mod- 
erately differentiated  adenocarcinoma,  and  the  pa- 
thologist’s comment  was  that  the  morphology  of  the 
tumor  in  the  mediastinal  lymph  nodes  was  the  same 
as  the  morphology  of  the  urinary  bladder  biopsy, 
consistent  with  prostatic  adenocarcinoma.  An  ECG 
showed  a pattern  of  left  anterior  hemiblock  and  oc- 
casional PVC,  but  was  otherwise  normal.  The  patient 
was  discharged  from  the  hospital  on  4/28/8 1 to  con- 
tinue on  Stilphosterol  50  mgs.  daily. 

He  felt  well  until  5/7/81  when  he  noted  the  onset 
of  shortness  of  breath  on  exertion,  weakness  and 
fatigue,  and  a mild  aching  precordial  pain.  Pro- 
gressively, these  symptoms  became  severe,  such  that 
he  was  short  of  breath  at  rest,  became  mildly  cy- 
anotic on  exertion,  the  weakness  was  marked  and 
the  precordial  pain  extended  to  involve  the  left  lat- 
eral chest  and  was  mildly  aggravated  by  deep 
breathing  and  cough.  He  returned  for  re-admission 
to  the  hospital  on  5/11/81  where  he  was  placed  in 
the  CCU  because  of  the  nature  and  degree  of  his 
symptoms.  There  was  no  fever,  chills,  or  sweats. 
His  mild  cough  was  unchanged  from  prior  admis- 
sion, and  no  hemoptysis  had  occurred. 

Re-examination  disclosed  an  acutely  ill  man,  short 
of  breath  in  ordinary  conversation,  dusky  lips  and 
digits  (before  02  therapy).  There  was  no  diaphoresis, 
the  blood  pressure  was  132/78,  pulse  regular,  full, 
at  108/M,  and  respirations  26/M.  He  had  no  fever. 
The  lungs  were  clear  on  examination,  but  in  the 
recumbent  position  a pleuro-pericardial  rub  was 
heard  in  the  left  lower  anterolateral  chest,  just  lateral 
to  the  PMI.  This  rub  was  persistent,  but  louder  dur- 
ing inspiration.  The  heart  tones  were  somewhat  muf- 
fled. The  same  Grade  II/VI  late  systolic  crescendo 
murmur  was  again  heard.  No  gallop  rhythm.  The 
remainder  of  the  P.E.  was  unchanged. 
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An  ECG  revealed  T-wave  inversion  in  leads  VI, 
V2,  V3,  V4  which  had  not  been  present  on  a prior 
ECG.  A chest  x-ray  revealed  again  the  mass-shadow 
in  the  right  lower  lung  field  which  was  now  distinctly 
1 cm.  smaller  in  diameter  when  compared  with  films 
taken  2 weeks  previously.  The  chest  x-ray  was  not 
otherwise  remarkable.  This  change  in  size  of  the 
shadow  in  the  right  lower  lung  field  was  believed 
due  to  the  estrogen  therapy  he  had  received  to  date. 
The  CBC  revealed  a Hgb.  of  13.2,  Hct.  42,  Wbc. 
14,000  with  86%  polys,  14%  lymphocytes.  The 
platelet  count  was  287,000.  The  UA  revealed  a 1 + 
proteinuria,  40-50  Wbc’s  and  7-10  Rbc’s/hpf.  Sev- 
eral hours  after  his  hospital  admission  the  patient 
was  sitting  on  a commode  at  the  bedside  and  had 
a short  lasting  episode  of  syncope.  He  was  coded. 
The  monitor  showed  no  change  in  heart  rhythm 
aside  from  a sinus  tachycardia  of  120/M  and  there 
was  a short-lasting  respiratory  arrest  which  soon 
abated,  and  the  patient  was  temporarily  cyanotic, 
but  this  gradually  cleared.  It  was  this  particular  ep- 
isode that  seemed  to  clarify  the  underlying  patho- 
physiologic disorder,  for  it  then  became  apparent 
that  the  patient  was  probably  having  recurrent  pul- 
monary emboli,  and  this  was  confirmed  by  a per- 
fusion lung  scan  which  showed  5-6  likely  pulmonary 
emboli  in  both  lungs.  The  Homans’  sign  was  neg- 
ative bilaterally,  as  was  the  calf-squeeze.  It  was  felt 
that  these  emboli  may  well  have  their  origin  in  the 
plexus  of  veins  in  the  pelvis  and  about  the  prostate. 
He  was  begun  shortly  on  intervenous  Heparin  ther- 
apy which  was  continued  for  8 days,  and  was  “ov- 
erlapped” for  two  days  with  Coumadin  therapy.  The 
patient  had  no  further  bouts  of  dyspnea,  in  fact  he 
progressively  improved,  became  ambulatory,  and 
was  discharged  1 1 days  later  to  continue  on  long- 
term Coumadin  therapy.  He  no  longer  had  shortness 
of  breath  on  exertion  about  the  hospital  corridors, 
and  his  mild  hacking  cough  seemed  to  disappear. 
He  was  last  seen  as  an  office  patient  6 days  later, 
now  nearly  symptom-free  and  fully  ambulatory.  He 
will  continue  long-term  anticoagulation  indefinitely 
barring  any  unforseen  complications. 

DISCUSSION:  The  incidence  of  pulmonary  em- 
bolism in  the  United  States  per  year  has  been  es- 
timated at  47,000  cases  in  which  the  pulmonary 
embolism  was  the  sole  cause  of  death,  and  an  ad- 
ditional 150,000  cases  where  pulmonary  embolism 
was  the  major  contributing  cause  of  death  (Dalen 
and  Alpert).  These  represent  mortality  statistics  and 
do  not  include  those  cases  of  pulmonary  emboli  that 
are  recognized  and  successfully  treated.  When  not 
detected,  the  recurrence  rate  is  very  high,  and  almost 
predictable.  Thus,  we  are  dealing  with  a very  prev- 
alent disease,  which  might  occur  in  almost  any  med- 
ical or  surgical  setting,  and  is  highly  lethal.  When 


appropriately  treated  with  Heparin  it  is  very  unusual 
for  the  patient  to  die  of  recurrence  of  pulmonary 
embolism,  provided  anticoagulation  treatment  is 
continued  until  the  patient  is  reambulated  and  the 
source  of  the  embolus  has  healed.  With  appropriate 
treatment  the  long-term  prognosis  of  patients  with 
pulmonary  embolism  is  excellent,  and  limited  only 
by  associated  diseases.  In  our  patient,  the  source  of 
thromboembolism  from  pelvic  veins  is  not  likely 
to  resolve,  and  life-long  anticoagulant  therapy  is  an- 
ticipated. Under  these  circumstances  the  long-term 
outlook  is  limited  only  by  the  underlying  carcinoma 
of  the  prostate. 

Why  some  patients  die  of  their  first  pulmonary 
embolus  and  others  seem  to  survive  multiple  pul- 
monary emboli  is  not  entirely  a matter  of  chance. 
The  emboli  may  vary  remarkably  in  size,  bearing 
a relationship  to  the  calibur  of  the  vein  from  whence 
they  arise,  and  perhaps  to  a lesser  extent  the  length 
of  the  vein  and  other  physical  factors  that  may  or 
may  not  promote  propagation  of  the  thrombus 
proximally  in  the  vein.  Furthermore,  an  embolus 
may  coil  and  obstruct  a large  pulmonary  artery,  or 
may  fragment  and  move  into  multiple  smaller 
branches  where  they  may  do  less  harm.  Our  patient 
would  fall  into  this  latter  group,  and  may  have  sur- 
vived several  more  emboli  before  succumbing  to 
the  disease.  This  might  have  created  enough  pul- 
monary hypertension  to  cause  right  ventricular  fail- 
ure and  the  clinical  pattern  of  acute  cor  pulmonale. 
Chronic  pulmonary  hypertension  leading  to  chronic 
cor  pulmonale  can  occur  when  pulmonary  emboli 
continue  to  recur  over  months  or  years,  but  this  is 
a rare  and  unlikely  complication. 

The  clinical  picture  will  similarly  vary  remarkably 
depending  on  the  number  of  emboli,  and  the  size 
of  the  pulmonary  artery  obstructed.  Therefore,  the 
clinical  spectrum  may  vary  from  a sudden  fatal  ca- 
tastrophy  within  minutes  by  totally  obstructing  the 
pulmonary  blood  flow,  to  a fatal  outcome  within  1- 
2 hours  by  incompletely  obstructing  the  pulmonary 
artery  usually  at  its  bifurcation.  Then,  down  the 
scale  depending  on  the  number  and  size  of  pul- 
monary arterial  occlusions  to  a clinical  picture  con- 
sisting only  of  increasing  dyspnea.  This,  too,  will  be 
modified  by  time,  such  that  occasional  small  emboli 
may  produce  little  or  no  dyspnea,  and  organize  and 
recanalize  the  artery  involved;  as  compared  with 
multiple  small  emboli  producing  increasing  dyspnea 
and  compromise  in  gas  exchange  due  probably  to 
mismatch  of  ventilated  and  perfused  lung,  as  in  our 
patient.  The  classical  “text-book”  picture  of  acute 
pulmonary  embolism  is  not  often  seen,  and  its  con- 
fusion with  underlying  cardiac  disease  (whether 
present  or  not)  is  commonplace.  It  has  been  esti- 
mated that  as  many  as  50-70%  of  pulmonary  emboli 
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are  unrecognized,  probably  for  reasons  outlined 
above. 

It  is  of  more  than  passing  interest  to  note  that 
pulmonary  emboli  will  completely  resolve  leaving 
the  pulmonary  artery  patent  and  the  infarcted  lung 
to  return  to  normal  function.  The  magnitude  of  the 
pulmonary  vascular  obstruction  begins  to  decrease 
almost  immediately  after  onset,  due  to  in  vivo  fi- 
brinolysis, and  mechanical  changes,  particularly 
changes  in  the  location  of  the  embolus,  which  may 
shift  distally  in  the  artery,  or  fragment.  It  is  suggested 
that  Heparin  may  enhance  resolution  of  the  pul- 
monary embolism  by  preventing  fibrin  and  platelet 
layering  on  the  surface  of  the  embolus.  In  patients 
with  obstruction  of  30-50%  of  the  pulmonary  vas- 
culature, the  earliest  improvement  was  noted  at  8 
days  after  the  occlusion,  and  the  earliest  complete 
resolution  was  at  60  days  (Dalen  and  Alpert).  In 
any  event,  the  patient  can  expect  ultimately  a com- 
plete return  of  his  lungs  to  their  prior  functional 
status,  in  due  time. 

It  has  been  stated  in  the  medical  literature  for 
many  years  that  patients  with  carcinoma  of  the 
prostate  and  pancreas  have  a greater  predisposition 
to  thromboembolism  than  patients  with  other  forms 
of  cancer.  The  reason  for  this  has  only  recently  been 
clarified  as  relates  to  prostatic  carcinoma.  A cor- 
relation has  been  demonstrated  between  advanced 
stages  of  prostatic  carcinoma  and  depression  of  the 
serum  antithrombin  III  activity.  The  addition  of 
estrogen  therapy  resulted  in  further  depression  of 
antithrombin  III  activity.  The  same  findings  were 
demonstrated  in  women  on  oral  contraceptive  drugs 
who  had  developed  thromboembolism,  and  other 
diseases  with  this  complication,  such  as  chronic  liver 
disease,  peripheral  vascular  diseases  and  patients 
with  cardiovascular  diseases  with  thromboembol- 
ism. Families  with  an  inherited  reduction  in  an- 
tithrombin III  activity  (acquired  thrombophilia) 
demonstrate  a predisposition  to  blood  clotting 
(Dobbs).  These  data  conclude  that  there  is  a dis- 
turbance in  the  cascade  of  clotting  factors  leading 
to  thrombus  formation  in  certain  associated  diseases. 
They  further  have  shown  that  the  functional  assay 
of  serum  antithrombin  III  in  patients  with  carcinoma 
of  the  prostate  can  be  used  as  a means  of  identifying 
those  patients  who  are  at  great  risk  of  thromboem- 
bolism, before  embolization  has  occurred.  Those 
patients  with  marked  depression  of  serum  antith- 
rombin III  activity  should  be  placed  on  prophylactic 
anticoagulant  therapy  even  before  estrogens  are 
added  to  the  treatment  regime,  or  alternative  ther- 
apy, such  as  orchiectomy,  might  be  the  safer  ap- 
proach. 

In  summary,  a patient  with  carcinoma  of  the 
prostate  with  metastases  complicated  by  pulmonary 


embolism  has  been  presented.  The  problems  in  di- 
agnosis and  their  rationale,  and  the  efficiency  of  cur- 
rent anticoagulant  therapy  have  been  discussed.  The 
mode  of  resolution  of  pulmonary  emboli,  and  tem- 
poral factors  related  were  reviewed.  Finally,  a likely 
defect  in  the  clotting  mechanism  relating  to  the  pre- 
disposition to  the  thromboembolism  in  certain  dis- 
eases has  been  alluded  to. 
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FOR  THE  DIABETIC 

The  glucometer  is  for  the  diabetic  patient, 
who  wants  to  know  his  or  her  blood  glucose 
level. 

The  glucometer,  a small,  lightweight, 
portable,  battery-operated,  calibrated, 
instrument  measures  quantitatively  the  glucose 
in  whole  blood.  It  is  used  with  Dextrostix 
Reagent  Strips. 

Call  Kreiser's  Surgical  and  we  will  help  you. 


21st  and  Minnesota,  Sioux  Falls,  S.D. 
219  Omaha,  Rapid  City,  S.D. 

1723  Geneva,  Sioux  City,  Iowa 
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SOUTH  DAKOTA 


First  Class 
First  Aid 


Broad-spectrum  antibacterial  • Handy  applicator  tip 


DESCRIPTION:  Each  gram  contains  Aerosporin"  (Polymyxin  B Sulfate)  5,000  units, 
bacitracin  zinc  400  units,  neomycin  sultate  5 mg  (equivalent  to  3.5  mg  neomycin  base): 
special  white  petrolatum  qs;  in  tubes  of  1 oz  and  y2  oz  and  '/3z  oz  (approx.)  foil  packets. 
INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated),  for 
topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in:  • infected 
burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary  pyodermas  (impetigo, 
ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily  infected  dermatoses  (eczema,  herpes, 
and  seborrheic  dermatitis)  • traumatic  lesions,  inflamed  or  suppurating  as  a result  of 
bacterial  infection.  Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contami- 
nation in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 
permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or  in  the  external  ear  canal 
if  the  eardrum  is  perforated  This  product  is  contraindicated  in  those  individuals 
who  have  shown  hypersensitivity  to  any  of  its  components. 

WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due 
to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of  neo- 
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mycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is  affected, 
especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other  aminoglycoside 
antibiotics  concurrently,  not  more  than  one  application  a day  is  recommended. 

When  using  neomycin-containing  products  to  control  secondary  infection  in  the  chronic 
dermatoses,  it  should  be  borne  in  mind  that  the  skin  is  more  liable  to  become  sensitized  to 
many  substances,  including  neomycin  The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry  scaling  and  itching;  it  may  be  manifest  simply 
as  a failure  to  heal.  During  long-term  use  of  neomycin-containing  products,  periodic  exami- 
nation for  such  signs  is  advisable  and  the  patient  should  be  told  to  discontinue  the  product 
if  they  are  observed  These  symptoms  regress  quickly  on  withdrawing  the  medication 
Neomycin-containing  applications  should  be  avoided  for  that  patient  thereafter. 
PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles 
in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported  (see  Warning  section) 
Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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The  Upjohn  Company  • Kalamazoo.  Michigan  49001  USA 
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Chapter  News 


I \for  the  '80s 


SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


AAFP  HOME  STUDY  SELF-ASSESSMENT 
PROGRAM: 

It's  your  structured  way  to  stay  current  in  your  prac- 
tice ...  in  four  hours  a month  . . . without  leaving 
the  comfort  of  your  home  or  office! 

• An  exciting  investment  in  yourself,  your  patients, 
and  the  future  of  your  practice! 

• An  organized  way  to  keep  current,  rather  than 
relying  on  random  information  from  various 
sources! 

• You  wanted  us  to  make  these  learning  packages 
easy  to  use  at  home  or  office.  And  that  is  exactly 
what  we  did. 

• Each  month  you  grow  in  knowledge,  skills,  and 
techniques  of  family  practice. 

• A different  learning  package  each  month  earns 
you  four  hours  of  Prescribed  or  Category  I Contin- 
uing Medical  Education  (CME)  credit— 48  hours  per 
year. 

• Your  total  $ 1 90  investment  ($250  for  non-mem- 
bers) breaks  down  to  only  $3.95  per  credit  hour 
earned. 

• Four  hours  per  month  is  all  it  will  take  to  complete 
each  learning  package. 

• Exciting  new  monographs  are  easier  to  read,  faster 
to  absorb.  Modem  new  text  type.  And,  clearer,  more 
definite  illustrations. 

• Over  a year’s  time,  you  get  a balanced  blend  of 
monographs  on  subjects  such  as  internal  medicine, 
surgery,  pediatrics,  problems  of  aging,  obstetrics/ 
gynecology,  psychiatry,  community  medicine,  and 
many  other  contemporary  topics. 

• Our  annual  self-assessment  exam  helps  you  gauge 
how  well  you  have  retained  what  you  learned. 

• A full  cycle  for  the  program  is  six  years.  You  may 
enroll  for  more  than  one  year  if  you  like. 

• Your  satisfaction  is  completely  guaranteed.  You 
examine  the  first  month’s  learning  package  for  a full 


30  days.  Then  if,  for  any  reason,  you  are  not  satisfied 
we  simply  will  not  bill  you.  Or  we’ll  refund  your 
$190  in  full.  You  have  nothing  to  lose,  everything 
to  gain!  All  this.  And  it's  from  the  American  Acad- 
emy of  Family  Physicians. 

This  continuing  education  program  was  planned 
by  practicing  family  physician  educators.  They  know 
your  unique  problems.  They  know  this  program  is 
right  for  you. 

Write  or  call  today. 

Any  questions? 

Call  the  AAFP  Home  Study  Desk: 

Toll-free:  800-821-2512 


October  '4-7, 1982 

A wide  selection  of  daily  lectures,  demonstrations, 
seminars,  programmed  instruction  and  scientific  exhibits 
for  family  physicians 

cPM= 

special  events  for  families  October  3-6 

Details  will  be  mailed  to  all  AAFP  members  in  May 
Other  interested  physicians,  write: 

American  Academy  of  Family  Physicians,  1740  West  92nd  Street,  Kansas  City,  Missouri  64114 
or  call  toll-free  1-800-821-2512 
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BLACK  HILLS  SEMINAR  ON 
ADVANCES  IN 
CLINICAL  PEDIATRICS 

The  Fifth  Annual  Black  Hills  Seminar 
-.■S'i  Advances  in  Clinical  Pediatrics — 
June  16-18,  1982,  at  Sylvan  Lake  Re- 
sort, Custer,  South  Dakota,  sponsored 
by  the  Department  of  Pediatrics  and 
Adolescent  Medicine,  University  of 
South  Dakota  School  of  Medicine. 
Guest  faculty  include  Drs.  Hugh  Mof- 
fett, Jane  Schaller,  Sylvan  Stool  and 
William  Strong.  For  complete  confer- 
ence information  contact: 

Lawrence  R.  Wellman,  M.D. 

Program  Coordinator 
Department  of  Pediatrics 
University  of  South  Dakota 
School  of  Medicine,  1100  S.  Euclid 
Sioux  Falls,  South  Dakota  57117-5039 

605-339-6578 

FAMILY  PRACTICE  PHYSICIAN 
OR 

PRIMARY  CARE  ORIENTED  INTERNIST 

To  join  two  family  practice  physicians  and  a 
Board  certified  surgeon  in  a group  practice. 
Located  in  a community  of  2,500  in  Southwest 
Minnesota.  This  medical  clinic  is  supported 
by  a modern  30  bed  acute  care  hospital  and 
1 38  bed  skilled  long  term  care  facility.  Guar- 
anteed first  year  income,  will  pay  travel  ex- 
penses for  interview.  Interested  physicians 
send  curriculum  vitae  to: 

William  Wilson,  Administrator 
Springfield  Community  Hospital 
P.O.  Box  146 

Springfield,  Minnesota  56087 
or  call  collect  (507)  723-4215  for  more  information. 

WANTED 

Two  Family  Practice  physicians  to  join 
established  Family  Practice  Clinic  in  a 
southeastern  South  Dakota  community 
offering  the  many  advantages  of  rural 
living.  This  community  is  located  near 
the  larger  metropolitan  areas.  If  in- 
terested send  curriculum  vitae  to: 

Physician  Recruitment 
Committee 
St.  Benedict  Hospital 
Glynn  Drive 
Parkston,  S.D.  57366 

605-928-321 1 

DOCTORS  NEEDED 

Doctors  needed  in  Wisconsin  and 
Minnesota,  all  specialties,  all  loca- 
tions. For  confidential  information 
mail  your  C.V.  to: 

Medicus 

1525  Wisconsin  Avenue 
Grafton,  Wisconsin  53024 
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FAMILY  PRACTICE 

S.W.  MISSOURI— Modern  and  progressive 
50  bed  hospital.  Good  coverage  and 
financial  guarantees.  Small  community  in 
the  Ozarks  close  to  medium  size  city. 
Call: 

Karlman  Associates 
680  Beach  St.,  Suite  348 
San  Francisco,  CA  94109 
(415)  775-1657 


Physician  Wanted 

Live  the  good  life  in  Dumont,  Iowa,  a prosperous, 
clean,  safe,  family  oriented  community.  Excellent 
family  practice  opportunity  in  a 10  year  old  clinic. 
Quality  recreational,  educational,  social,  religious, 
and  civic  opportunities  abound  here.  For  further 
information  contact: 

Brian  Kruse,  President 
Dumont  Commercial  Club 
P.  0.  Box  306 
Dumont,  Iowa  50625 
or 

Randy  Moad 
Dumont  Clinic 
Dumont,  Iowa  50625 
or 

Phone:  (515)  857*3851  collect 


s 

Letters  To  The  Editor 

D 

To  the  physicians  of  South  Dakota: 

To  locate  and  identify  pathology  which  existed 
in  ancient  South  Dakota.  I am  trying  to  examine 
each  and  every  human  skeleton  or  its  parts  which 
have  been  found  in  this  state.  The  assistance  of  phy- 
sicians in  this  area  is  sought.  Many  physicians  have 
or  know  of  human  bones  which  have  been  found 
in  this  state.  I would  like  to  examine  as  many  of 
these  specimens  as  possible,  and  if  evidence  of  pa- 
thology is  found,  to  photograph  them.  All  evalua- 
tions made  during  this  research  will  be  kept  strictly 
confidential.  No  specimen  will  be  damaged  during 
this  study.  If  you  have  or  know  of  specimens  of  the 
sort  described,  please  contact  John  B.  Gregg,  M.D., 
Surgery  Division.  School  of  Medicine,  2501  W.  22nd 
St.,  Sioux  Falls,  SD.  57105,  or  1-800-952-3663. 

J.  B.  Gregg,  M.D. 


NATIONAL  LIMBS,  INC. 

Orthosis  & Prosthesis 
Breast  Prosthesis 
& Supports 

620  West  18th  St. 

Sioux  Falls,  S.D.  57104 
(605)  336-0822 


Charles  M.  Jensen  C.O.,  Pres. 
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SOUTH  DAKOTA 


2 Annual  Meeting  SPONSORS 


CIBA 

JSKtaul 

PHARMACEUTICAL 

Property  & Lability 
Insurance 

COMPANY 

and 

St.  Paul  Fire  and  Marine  Insurance  Company 

GEIGY 

PHARMACEUTICALS 

Dakota  - Montana  Service  Center 

254  Hamm  Building  408  St.  Peter  Street 

St.  Paul,  Minnesota  55102 

oUMMIII,  NtW  JbKbtY 

Phone:  (612)  227-9581 

Williams  Insurance  Agency 

— — — MICOMP  Data  Systems,  Inc. 

Ill  1 ■ CONSULTING 

MEDICAL  & DENTAL  BILLING  SYSTEMS 

date  systems  inc.  general  accounting  packages 

1 704  West  Avenue  North 

W P.  O.  Box  1507 

Sioux  Falls,  South  Dakota  57101 
605-336-0940 

MICOMP  Data  Systems,  Inc. 

CONSULTING 
MEDICAL  & DENTAL  BILLING  SYSTEMS 
GENERAL  ACCOUNTING  PACKAGES 

Harold  Diers 

ROWELL 

& Company 

LABORATORIES,  INC. 

7367  Pacific  Street 
Omaha,  Nebraska  61114 

BAUDETTE,  MINNESOTA 

SKGF 

a SmithKIine  company 

SMITH  KLINE  SfRENCH 

^ ||5r 

LABORATORIES 

Rushmore  Mutual  Life  Insurance  Co. 

1500  Spring  Garden  St , PO  Box  7929, 

Richard  Erickson,  President 

Philadelphia,  PA  19101 

625  Ninth  St.,  Rapid  City,  S.D.  57701 
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SANDOZ  Pharmaceuticals 

Software  Unlimited,  Inc. 

DATA  PROCESSING  CONSULTANTS 

East  Hanover,  New  Jersey  07936 

Announcing  the  new  MEDICAL  OFFICE  SYSTEM,  a 
complete  office  management  and  report  preparation 
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Clinicopathological  Conference 


Neonate  With  Jaundice 


And  Leukopenia 


James  A.  Ashbaugh,  M.D.* 
J.  M.  Blake,  M.D.** 

Discussers 

John  F.  Barlow,  M.D.*** 
Editor 


Case  #809-856 

A five  day  old  male  Korean  child  was  admitted  to  Sioux  Valley 
Hospital  for  evaluation  of  jaundice  and  low  white  count. 

The  primiparous  mother  experienced  an  uneventful  prenatal 
period  and  delivery  which  was  facilitated  with  forceps  following 
a 34  hour  labor.  Birth  weight  was  7 lbs.  1 ounce,  and  the  initial 
hospital  course  was  reported  to  be  normal.  Subsequent  to  discharge, 
the  infant  developed  feeding  difficulty,  lethargy,  and  progressively 
increasing  jaundice.  Office  examination  revealed  a low  w hite  blood 
cell  count  and  the  child  was  referred  for  evaluation. 

PHYSICAL  EXAMINATION:  Temperature  101°  F.  Bilateral 
cephalohematomas  were  found.  The  anterior  fontanelle  was  tense 
but  flat.  Scleral  icterus  was  noted.  Ausculation  of  the  heart  and 
lungs  was  unremarkable.  Gastrointestinal  and  genitourinary  ex- 
aminations were  normal.  A small  dimple  was  noted  in  the  region 
of  the  coccyx.  Examination  of  the  extremities  was  unremarkable 
as  was  the  neurological  examination. 

LABORATORY  DATA:  Urinalysis  revealed  a clear  yellow  urine 
with  a specific  gravity  of  1 .003,  ph  6.0,  negative  for  protein,  glucose, 
ketones,  bile,  and  hemoglobin;  sediment  showed  0-1  WBC/hpf. 
The  hemogram  showed  a hemoglobin  of  12.0  gm/dl  with  normal 
red  cell  indices.  The  white  blood  count  was  2800/mm3  (2.8  x 109/ 
L)  with  17%  segmented  neutrophils,  10%  neutrophilic  bands, 
69%  lymphocytes,  and  4%  metamyelocytes.  Toxic  granulation  of 
neutrophils  was  noted.  Burr  cells  and  schistocytes  were  noted 


among  red  cells  on  the  smear.  The  platelet  count  was  26,000/ 
mm3  (26  x 109/L).  Serum  bilirubin  was  18.5  mg/dl  total  with 
15.7  mg/dl  indirect  and  2.8  mg/dl  direct.  A direct  antiglobulin 
test  was  negative. 

Aspirations  of  the  cephalohematomas  revealed  hematocrits  of 
23  Vol/dl  and  a 16  vol/dl  respectively  with  white  counts  of  209,000/ 
mm3  (209  x 109/L)  and  193,000/mm3  (193  x 109/L).  Blood  pH 
and  electroly  tes  were  normal.  Blood  glucose  was  133  mg/dl.  Lum- 
bar puncture  was  performed  revealing  a moderately  turbid,  light 
pink  spinal  fluid  with  a red  cell  count  of  5,890/mm3  (5.89  x 109/ 
L)  and  a w hite  cell  count  of  5 cells—  1 poly  morphonuclear  leukocyte 
and  4 monocytes.  The  protein  level  was  15  mg/dl  and  glucose  77 
mg/dl.  The  gram  stain  was  negative  but  culture  grew  Citrobacter 
diversus  several  days  later. 

Lumbar  puncture  was  repeated  three  days  later  showing  a red 
cell  count  of  880/mm3  (0.880  x 109/L)  and  the  white  count  had 
now  risen  to  18,600/mm3  (18.6  x 109/L)  with  95%  segmented 
neutrophils.  The  protein  level  was  now  81  mg/dl  and  the  glucose 
was  6 mg/dl.  A gram  stain  revealed  gram  negative  rods.  Counter 
immunoelectrophoresis  (CIE)  was  negative  for  Hemophilus  in- 
fluenzae type  b,  group  B streptococcus,  pneumococcus,  and  men- 
ingococcus. Cultures  of  the  spinal  fluid,  blood,  and 
cephalohematoma  aspirate  all  grew  Citrobacter  diversus.  Anti- 
microbial susceptibility  tests  showed  resistance  to  ampicillin,  car- 
benicillin,  tetracycline,  and  sensitivity  to  cephalothin, 
chloramphenicol,  gentamicin,  kanamycin,  and  tobramycin. 


* Resident  in  Family  and  Community  Medicine,  Sioux  Falls, 
SD. 

**  Pediatrician,  Sioux  Valley  Hospital  and  Central  Plains  Clinic, 
Sioux  Falls,  SD. 

***  Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux  Valley 
Hospital.  Sioux  Falls,  SD;  Professor  of  Pathology,  Department 
of  Laboratory  Medicine,  School  of  Medicine,  University  of 
South  Dakota. 


Minimal  inhibitory  concentrations  were  as  follows: 


Resistant 

Amikacin,  2 ugm/dl 
Ampicillin,  16  ugm/dl 
Carbenicillin,  12  ugm/dl 
Tetracycline,  16  ugm/dl 


Sensitive 

Cephalothin,  8 ugm/dl 
Chloramphenicol,  4 ugm/dl 
Gentamicin,  1 ugm/dl 
Kanamycin,  2 ugm/dl 
Tobramycin,  1 ugm/dl 
Trimethoprim-sulfa,  0.5  ugm/dl 
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A skull  series  showed  bilateral  cephalohematomas  with  drainage 
tubes  in  place.  The  chest  film  was  unremarkable.  Computerized 
cranial  tomography  showed  perinventricular  edema. 
HOSPITAL  COURSE:  The  infant  was  treated  with  chloram- 
phenicol and  gentamicin  for  a duration  of  48  days.  Increasing 
hydrocephalus  necessitated  a ventriculoperitoneal  shunt.  Shunt 
revision  and  replacement  was  necessary  on  one  occasion.  Serial 
shunt  aspirations  showed  a gradually  decreasing  protein  level  and 
white  ceil  count.  The  patient  did  develop  seizures  with  electroen- 
cep  i alographie  documentation  and  was  placed  on  diphenylhy- 
dantoin  and  phenobarbital.  The  leukopenia  and  thrombocytopenia 
gradually  returned  to  normal.  Serum  creatinine  remained  normal, 
and  therapy  was  followed  with  antibiotic  as  well  as  anticonvulsant 
drug  levels  which  remained  normal.  Repeat  computerized  cranial 
tomography  showed  slight  ventricular  dilatation,  but  overall  pro- 
gressive improvement  was  noted. 

Oral  candidiasis  complicated  the  hospital  course  but  was  suc- 
cessfully treated  with  mycostatin.  Prior  to  discharge  the  child 
was  afebrile  for  several  weeks.  He  weighed  9 pounds  at  the  time 
of  discharge. 

DR.  JAMES  ASHBAUGH:  Neonatal  meningitis  is 
a relatively  rare  complication  during  the  newborn 
period  with  an  incidence  of  approximately  1 .0/2500 
live  births.  It  is  responsible  for  1-4%  of  neonatal 
deaths.  It  is  more  common  with  prematurity,  in 
male  infants,  and  in  the  face  of  complicated  preg- 
nancies and/or  deliveries.  The  risk  also  increases 
with  neural  tube  defects  such  as  meningomyelocele. 

Clinical  manifestations  can  include  poor  feeding, 
vomiting,  apnea  or  respiratory  distress,  irritability, 
temperature  instability,  convulsions,  cranial  nerve 
palsies,  abnormal  Moro's  reflex,  abnormal  cry,  and 
focal  neurological  signs.  A bulging  fontanelle  or  stiff 
neck  are  late  signs  and  usually  indicate  a poor  prog- 
nosis. 

The  clinical  signs  may  be  extremely  subtle  or  va- 
gue making  a high  index  of  suspicion  and  early  di- 
agnostic and  therapeutic  intervention  of  paramount 
importance.  Altered  metabolic  states  such  as  hy- 
poglycemia, hypocalcemia,  or  hyponatremia  may 
also  be  involved. 

The  meninges  are  usually  seeded  hematogenously. 
Therefore,  a generalized  septicemia  generally  pre- 
cedes the  central  nervous  system  infection,  although 
it  may  not  be  clinically  apparent.  Meningitis  is  said 
to  occur  in  roughly  one-third  of  the  cases  of  neonatal 
septicemia.  Additional  factors  that  increase  the  risk 
include  the  use  of  ventilatory  equipment,  catheters, 
and  monitoring  devices.  These  have  been  shown  to 
increase  the  risk  of  nosocomial  infections  due  to 
relatively  nonpathogenic  organisms. 

Necropsy  studies  following  neonatal  meningitis 
reveal  the  brain  to  be  swollen  and  hyperemic.  Su- 
barachnoid inflammatory  exudate  generally  is  pres- 
ent, particularly  at  the  base  of  the  brain. 
Hydrocephalus  occurs  frequently,  but  hernination 
is  quite  rare.  Ventriculitis  is  present  in  about  75% 
of  cases.  Vasculitis  is  quite  common  and  may  lead 
to  both  thrombosis  and  infarction.  Polymorphon- 
uclear leukocytes  are  the  predominant  inflammatory 


cells  during  the  first  week  of  the  illness,  whereas 
macrophages,  histiocytes,  and  lymphocytes  become 
more  predominant  during  the  second  and  third 
weeks. 

Interpretation  of  cerebrospinal  fluid  (CSF)  values 
can  be  difficult.  Up  to  32  white  cells  with  60-80% 
polymorphonuclear  leukocytes  is  considered  normal 
during  the  first  week  of  life.  CSF  protetin  is  quite 
high,  particularly  in  prematures,  and  ranges  from 
20-170  mg/dl  with  a mean  value  of  90  mg/dl.  The 
CSF  cell  count  with  meningitis  usually  is  greater 
than  100  WBC/mm  with  a predominance  of  po- 
lymorphonuclear leukocytes.  However,  as  in  the  case 
presented  today,  some  infants  with  documented 
meningitis  have  initial  CSF  cell  counts  that  are  nor- 
mal. Counterimmunoelectrophoresis  (CIE)  may  be 
performed  both  on  the  serum  and  the  CSF,  and 
often  is  beneficial  when  the  cell  counts  are  equivocal. 
Blood  cultures  are  said  to  be  positive  in  approxi- 
mately 50-60%  of  the  cases  of  neonatal  meningitis. 

Escherichia  coli  and  group  B streptococcus  ac- 
count for  about  50%  of  the  cases  of  neonatal  men- 
ingitis. The  Klebsiella,  Enterobacter  and  Citobacter 
genera  are  next  in  line,  but  several  other  organisms 
have  also  been  implicated  including  salmonella, 
proteus,  serratia,  pseudomonas,  and  listeria. 

The  genus  Citrobacter  is  closely  related  to  the 
Salmonella-Arizona  group  of  enterobacteriaceae. 
The  organisms  were  first  identified  in  the  early 
1 930’s  but  were  not  recognized  as  a genus  until  1 960. 
Two  major  species  have  been  identified:  Citrobacter 
freundii  and  Citrobacter  diversus.  Both  are  facul- 
tatively anaerobic  and  citrate  positive,  but  Citro- 
bacter diversus  is  distinguished  by  its  ability  to 
utilize  malonate.  A closely  related  organism,  which 
is  malonate  negative,  has  been  called  citrobacter 
amalonaticus.  Citrobacter  freundii  characteristically 
produce  H2S  but  citrobacter  diversus  and  amalon- 
aticus do  not. 

Citrobacter  species  are  widespread  in  nature,  being 
found  in  soil  and  water,  and  often  as  part  of  the 
normal  intestinal  flora  of  animals  and  man.  The 
organism  is  an  uncommon  isolate  from  clinical 
sources  being  present  in  less  than  1%  of  positive 
urine  cultures.  It  often  is  present  as  a commensal 
or  secondary  pathogen  in  patients  with  altered  host 
defenses.  It  can,  however,  become  a primary  invader 
during  the  neonatal  period  and  has  a propensity  for 
producing  a severe  necrotizing  meningoencephalitis. 

The  First  Cooperative  Study  Group  on  Neonatal 
Meningitis  reported  a 4%  relative  frequency  of  ci- 
trobacter diversus  as  the  offending  organism  in  gram 
negative  bacillary  meningitis  as  compared  to  a 40% 
relative  frequency  for  Escherichia  coli  (E.  coli)  in 
their  appraisal  of  1 1 7 cases.  Of  nine  cases  of  citro- 
bacter diversus  meningitis  reported  in  the  literature. 
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eight  were  less  than  two  weeks  of  age,  and  all  had 
perinatal  complications,  mainly  prematurity  and 
difficult  labor  and  delivery.  Three  of  the  nine  died, 
and  three  of  the  six  survivors  suffered  significant 
sequelae  including  hydrocephalus,  porencephalic 
cysts,  and  psychomotor  retardation. 

Citrobacter  diversus  has  been  implicated  in  nurs- 
ery' epidemics.  Such  an  occurence  was  reported  by 
the  Stamford  Hospital,  Stamford,  Connecticut,  in 
September  and  October  of  1 978.  Previously  a fecal- 
hand-oral  endogenous  mode  of  transmission  had 
been  postulated,  but  their  study  implicated  a single 
nurse  with  marked  dermatitis  due  to  frequent  hand 
washing,  overuse  of  plastic  gloves,  and  nutritive 
hand  cream.  The  mode  of  transmission  appeared 
to  be  from  the  umbilicus  of  the  infant  to  the  nurse’s 
hands.  Chlorhexidine  or  iodophor  hand  washing  so- 
lution was  not  sufficient  to  break  the  cycle.  Two 
infants  developed  sepsis  and  meningitis,  and  nine 
additional  infants  had  asymptomatic  umbilical  col- 
onization. It  was  noted  that  both  infants  who  de- 
veloped sepsis  had  their  umbilical  stumps  surgically 
trimmed  at  discharge,  24  to  48  hours  prior  to  the 
onset  of  their  illnesses. 

Antibiotic  therapy  for  individual  infections  should 
always  be  based  on  culture  and  antimicrobial  sus- 
ceptibility testing.  Ampicillin,  100  mg/kg/24h  in  2 
doses  during  the  first  week  of  life  and  200  mg/kg/ 
24h  in  3 doses  beyond  the  first  week,  and  gentamicin, 
5 mg/kg/24h  in  2 doses  under  1 week  of  age  and 
7.5  mg/kg/24h  in  3 doses  from  1-4  weeks  of  age  are 
the  recommended  antimicrobial  regimens  for  ini- 
tiation of  therapy  for  neonatal  meningitis  prior  to 
the  completion  of  culture  and  susceptibility  testing. 

Identification  of  Citrobacter  diversus  as  the  cause 
of  neonatal  meningitis  necessitates  the  addition  of 
cephalothin  or  chloramphenicol  to  the  gentamicin 
therapy,  and  the  ampicillin  may  be  discontinued. 
A combination  of  gentamicin  and  carbenicillin  are 
generally  recommended  for  pseudomonas;  aqueous 
penicillin  G for  group  B streptococcus;  and  ampi- 
cillin for  listeria  monocytogenes  or  enterococcus. 

The  peak  CSF  levels  attained  with  therapeutic 
dosages  of  penicillin  and  ampicillin  usually  are  10 
to  100  times  greater  than  the  antimicrobial  suscep- 
tibilities of  group  B streptococcus  or  listeria.  Ami- 
noglycoside levels  approximate  the  minimal 
inhibitory  concentrations  (MIC)  of  E.  coli  and  other 
coliforms  that  cause  neonatal  meningitis. 

Attempts  to  increase  the  CSF  concentration  of 
gentamicin  via  intrathecal  injection  was  evaluated 
by  the  first  Neonatal  Meningitis  Cooperative  Study 
Group.  Values  as  high  as  50  ugm/ml  were  observed 
several  hours  after  instillation  of  1.0  mg  of  genta- 
micin. Levels  approximating  those  attained  with 
systemic  therapy  alone  were  present  18-24  hours 


later.  However,  the  duration  of  clinical  disease  and 
CSF  culture  positively  were  similar  for  both  the  in- 
trathecal plus  systemic  and  the  systemic  alone  treat- 
ment groups. 

The  Second  Neonatal  Meningitis  Cooperative 
Study  Group  evaluated  the  efficacy  of  intraventri- 
cular antimicrobial  therapy.  Ventriculitis  has  been 
shown  to  be  present  at  the  outset  of  meningitis  in 
as  many  as  75%  of  cases.  Intraventricular  instillation 
of  aminoglycoside  results  in  rapid  and  uniform  dis- 
tribution throughout  the  CSF.  Concentrations  of 
gentamicin  in  ventricular  and  lumbar  spinal  fluids 
greatly  exceed  the  susceptibilities  of  coliform  bacilli. 
In  spite  of  these  encouraging  pharmacokinetic  data, 
intraventricular  treatment  did  not  shorten  the  period 
of  culture  positively  nor  did  it  improve  the  clinical 
outcome.  In  fact,  mortality  was  3.5  times  greater  in 
those  who  received  intraventricular  gentamicin. 
Therefore,  intraventricular  aminoglycoside  therapy 
is  not  recommended  routinely  for  neonatal  coliform 
meningitis. 

Dr.  James  Ashbaugh’s  Diagnosis 
Neonatal  Septicemia  And  Meningitis 
Due  To  Citrobacter  Diversus 

DR.  BLAKE:  I would  like  to  demonstrate  the  com- 
puter tomographic  (CT)  scan  of  the  head.  There  is 
mild  brain  edema  but  the  ventricles  are  within  nor- 
mal limits  of  size.  Another  view  demonstrates  the 
cephalohematomas.  (Figures  1 and  2).  There  is  a 


Figure  1 

CT  scan  of  brain  showing  normal  ventricular  size 
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Figure  2 

CT  scan  showing  cephalohematomas  peripheral  to  central  bone 


Figure  3 

Ventricular  dilatation  noted  later  in  course  requiring  ventricu- 
loperitoneal shunt 


faint  area  of  radiolucency  in  the  skull  suggestive  of 
osteomyelitis.  1 obtained  the  CT  scan  in  this  patient 
because  I have  had  a previous  patient  with  an  in- 
fected cephalohematoma.  That  patient  had  an  in- 


fection with  E.  coli  associated  with  osteomyelitis  of 
the  skull.  We  demonstrated  the  latter  and  were  able 
to  cure  the  case  by  surgery.  Approximately  a week 
and  a half  after  admission,  the  patient  developed 
marked  evidence  of  hydrocephalus  and  the  CT  scan 
showed  the  ventricular  dilatation  demonstrated  on 
this  particular  CT  study.  (Figure  3).  The  child  has 
been  extremely  well  subsequent  to  discharge.  The 
family  has  moved  to  California  but  I have  received 
a letter  and  a picture  from  the  parents  stating  that 
the  child  is  acting  and  developing  normally. 

The  patient  was  originally  referred  to  us  by  Dr. 
Willikies  of  Sioux  Center,  Iowa.  When  I first  saw 
the  infant  at  midnight,  I was  not  impressed  that  he 
was  septic.  He  had  large  cephalohematomas  and  I 
thought  that  the  patient’s  prominent  jaundice,  for 
which  he  was  referred,  was  due  to  absorption  of 
blood  from  these  lesions.  However,  when  I obtained 
both  a low  leukocyte  and  platelet  count,  I became 
very  suspicious  of  infection.  The  first  spinal  puncture 
did  eventually  grow  Citrobacter  diversus  (CD)  in 
spite  of  a normal  white  count,  protein,  and  glucose. 
Twelve  hours  after  admission  a blood  culture  was 
reported  as  showing  gram  negative  rods  and  the 
diagnosis  of  sepsis  was  established.  I felt  that  the 
infection  could  not  be  cured  without  drainage  of  the 
cephalohematomas.  I realize  that  the  classical 
teaching  is  that  these  lesions  should  never  be 
drained.  However,  they  were  infected  as  evidenced 
by  a high  leukocyte  count  and  gram  negative  rods 
on  the  gram  stain  of  the  aspirate  and  the  culture 
positive  for  Citrobacter  diversus  (CD).  I must  admit, 
when  I saw  the  grossly  blood  fluid  instead  of  purulent 
material,  which  I expected,  I thought  that  the  ce- 
phalohematomas was  not  infected. 

Dr.  Ashbaugh  gave  a concise  discussion  of  neo- 
natal meningitis  and  some  of  the  identifying  char- 
acteristics of  CD.  I want  to  emphasize  that  this 
organism  can  cause  a necrotizing  encephalitis  and 
brain  abscess  in  children  and  is  often  followed  by 
death  or  severe  neurologic  sequelae.  Brain  abscesses 
in  children  tend  to  be  poorly  localized  and  extensive. 
Studies  of  this  entity  in  children  are  needed.  I am 
sure  that  the  CT  scan  will  enable  us  to  recognize 
more  cases  of  brain  abscess  and  appreciate  that  it 
is  a different  situation  than  simple  neonatal  men- 
ingitis. 

I also  want  to  stress  the  importance  of  monitoring 
certain  antibiotic  levels,  such  as  the  aminoglycosides, 
eg.  gentamicin.  It  is  also  terribly  important  to  mon- 
itor chloramphenicol  levels.  This  drug  can  produce 
shock  or  so-called  grey  syndrome  in  the  neonate  if 
toxic  levels  occur.  Since  the  newborn  liver,  which 
metabolizes  this  drug,  is  unpredictable  in  the  first 
months  of  life,  obtaining  at  least  weekly  levels  of 
chloramphenicol  to  insure  that  the  levels  do  not  rise 
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above  the  therapeutic  range  of  10-25  ug/dl  is  im- 
portant. 

FINAL  DIAGNOSIS 

NEONATAL  SEPTICEMIA  AND  MENINGITIS 
DUE  TO  CD 

*DR.  BRUCE  VOGT:  While  the  monitoring  of 
chloramphenicol  levels  will  prevent  grey  syndrome, 
they  will  not  prevent  the  occasional  case  of  severe 
bone  marrow  depression. 

DR.  BLAKE:  That  is  true.  There  are  two  types  of 
bone  marrow  depression  classically  described.  One 
is  dose  related  and  the  other  is  the  idiosyncratic 
severe  bone  marrow  depression.  This  latter  is  un- 
predictable. I should  mention  also  that  there  are 
several  preparations  of  chloramphenicol  and  they 
give  rise  to  different  therapeutic  blood  levels.  This 
is  another  reason  why  monitoring  these  serum  levels 
is  mandatory. 

DR.  VOGT:  It  has  been  suggested  that  the  severe 
bone  marrow  depression  only  occurs  with  oral  med- 
ication but  I don't  think  that  is  always  correct. 

DR.  BLAKE:  Yes,  I agree  it  can  occur  with  either 
parenteral  or  oral  chloramphenicol. 

DR.  VOGT:  1 want  to  emphasize  that  obtaining  a 
blood  culture  on  children  who  appear  only  mini- 
mally septic  may  be  important.  I have  had  a recent 
case  where  I even  did  an  initial  spinal  tap  which 
was  negative  but  the  child  later  returned  with  hae- 
mophilus  influenzae  meningitis.  Perhaps,  if  I had 
obtained  a blood  culture  when  1 had  seen  him,  it 
would  have  been  positive. 

DR.  BLAKE:  That  might  have  the  case.  However, 

I have  had  numerous  experiences,  especially  during 
residency,  when  we  have  obtained  outpatient  blood 
cultures  which  later  were  reported  as  growing  Strep- 
tococcus Pneumoniae  or  Hamophilus  influenzae. 
Some  of  the  patients  were  treated  with  antimicro- 
bials for  diseases  like  otitis  but  others  were  given 
no  antibiotics.  After  having  sent  these  patients  home, 
we  immediately  called  them  back  several  days  later. 
The  children  were  perfectly  healthy  and  afebrile. 
DR.  BARLOW:  The  subject  of  neonatal  meningitis 
and  this  particular  organism,  CD,  has  been  well 
covered  by  the  discussants.  1 call  your  attention  to 
one  excellent  article  which  reviews  CD  brain  abscess 
and  meningitis  in  neonates  by  Graham  and  Band1. 
They  reviewed  74  cases  occurring  singly  or  in  small 
clusters.  The  majority  of  infants  were  term  and  had 
normal  deliveries.  35%  of  the  patients  had  accom- 
panying bacteremia  and  34%  of  the  cases  ended  in 
fatality.  There  was  also  a high  neurologic  sequela 
rate  of  about  30%.  In  this  study  58  of  the  cases  were 


caused  by  CD,  5 by  Citrobacter  freundii  and  one 
case  by  an  organism  classified  as  Citrobacter  species. 
In  contrast  only  10%  of  159  cases  of  neonatal  men- 
ingitis due  to  other  gram  negative  rods  had  brain 
abscess.  Therefore,  as  the  previous  discussions  have 
well  noted,  a CT  scan  of  the  brain,  particularly  when 
CD  is  the  cause  of  meningitis,  would  be  an  important 
diagnostic  step. 

This  case  also  nicely  illustrates  that  the  spinal 
fluid  may  be  normal  in  early  meningitis.  In  some 
cases,  the  organism  may  not  even  grow  on  culture 
but  a few  days  later  grossly  purulent  bacterial  con- 
taining fluid  is  present  on  repeat  lumbar  puncture. 
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Accidents  and  illness  can 


strike  without  warning.  At 
times  like  that,  the  cheapest 
health  insurance  isn't  always 
the  best  health  insurance. 

Blue  Shield  coverage 
provides  quality  when  quality 
counts! 

SOUTH  DAKOTA 
BLUE  SHIELD 
Sioux  Falls  Rapid  City 


® Registered  Service  Mark  of  the  Blue  Shield  Association 


It  is  hard  to  realize  that  my  year  as  president  of 
the  South  Dakota  State  Medical  Association  is  soon 
coming  to  an  end.  It  really  has  been  a pleasure  and 
a privilege  to  serve  as  your  president  this  past  year. 

As  we  look  ahead  to  anticipate  what  the  future 
has  in  store  for  medicine,  medical  care  costs  continue 
to  be  a primary  concern  for  both  consumer  and 
provider.  We  know  we  are  going  to  experience  more 
regulations  from  the  private  sector,  due  to  rising 
health  care  costs  for  employers.  One  of  my  patients 
from  rural  South  Dakota  called  me  recently  to  tell 
me  that  he  felt  he  could  no  longer  afford  $1800.00 
a year  for  health  insurance  for  his  family.  He  was 
able  to  find  alternative  insurance  for  about  two- 
thirds  of  that  amount  but  how  long  will  he  be  able 
to  accomplish  that? 

Corporations  are  also  wondering  where  the  dollars 
will  come  from  in  the  future  to  pay  for  medical 
insurance  premium  costs.  Local  health/business  co- 
alitions are  being  formed  all  over  the  country  to 
find  ways  to  help  reduce  such  costs.  We  must  be 
ready  to  participate  in  such  coalitions  in  South  Da- 
kota in  the  1980’s. 

Medical  school  funding  with  the  “coming”  phy- 
sicians surplus  will  have  a special  impact  upon  each 
of  us  in  the  immediate  years  to  come.  I still  feel 
that  it  is  imperative  for  us  to  consider  making  the 
USD  School  of  Medicine  open  to  the  medical  stu- 
dents from  Wyoming  and  thereby  create  more  of  a 
regional  medical  school.  I think  this  would  help  solve 
some  of  the  concerns  that  we  have  for  both  future 
physician  numbers  and  financial  concerns  for  the 
medical  school  itself. 

I am  proud  to  be  associated  with  the  South  Dakota 
State  Medical  Association  and  the  AMA  for  many 
reasons.  One  obvious  reason  is  because  our  asso- 


ciation. both  in  the  state  and  the  national  scene, 
have  been  promoters  of  scientific  advancement  in 
the  field  of  medicine  and  also  have  been  willing  to 
evaluate  proposed  modalities  for  both  preventative 
and  therapeutic  care.  We  need  to  make  sure  that 
the  Association  continues  to  exert  its  leadership  in 
this  direction. 

Most  of  all.  we  must  continue  to  support  our  As- 
sociation, as  it  is  the  only  way  we  can  effectively  be 
heard  in  the  legislative  halls  of  each  state  and  in  the 
legislative  halls  of  this  country. 

As  new  colleagues  join  you  in  the  practice  of  med- 
icine in  South  Dakota,  insist  that  they  become 
members  of  the  South  Dakota  State  Medical  As- 
sociation and  that  they  be  active  in  the  Association 
for  it  is  only  by  continuing  growth  with  new  mem- 
bers that  the  Medical  Association  can  continue  to 
be  a positive  influence  on  medical  health  care  de- 
livery in  South  Dakota. 

Thank  you  for  your  support  during  this  past  year. 
It  was  most  enjoyable  to  visit  each  of  your  medical 
districts  during  my  term  in  office.  I feel  that  the 
district  societies  are  one  of  the  real  strengths  of  our 
Association  and  I appreciate  each  of  your  invitations 
to  attend  your  meetings.  I look  forward  to  seeing 
you  at  the  state  meeting.  May  20th  in  Rapid  City. 


Sincerely  yours, 


Bruce  Lushbough,  M.D.,  President 
South  Dakota  State  Medical  Association 
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ANNUAL  AND  BIANNUAL  LEASING  OF  ALL  MAKES  OF  AUTOMOBILES 


LEASING  IS  NOT  FOR  EVERYONE,  BUT  MEDICAL 
PEOPLE  ARE  OUR  SPECIALTY.  ALL  MAKES  OF 
AUTOS,  TRUCKS,  4 WHEELERS.  VARIOUS  PLANS 
TO  FIT  YOUR  NEEDS  OR  THE  PROFESSIONAL 
GROUPS  WITH  WHOM  YOU  ARE  ASSOCIATED. 
REFERENCES  ARE  GLADLY  FURNISHED  AND  WE 
WILL  WORK  WITH  YOUR  ACCOUNTANTS. 

3401  WEST  41  st  STREET 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 

PHONE  336-3818 

C.  H.  "Chuck"  Point,  Mgr.  Home  phone  336-3168 


THE  SOUTH  DAKOTA  JOURNAL 
OF  MEDICINE 

Journal  of  Medicine.  608  West  Avenue,  North, 

Sioux  Falls,  SD 

Subscription  $10.00  per  year  $1.50  per  copy 

Foreign  $15.00 

CONTRIBUTORS 

ORIGINAL  MANUSCRIPTS:  Material  appearing  in  all  pub- 
lications of  the  Journal  of  Medicine  should  be  typewritten, 
double-spaced  and  the  original  copy,  not  the  carbon  should 
be  submitted.  An  abstract  of  100-200  words  should  accompany 
each  scientific  article.  Footnotes  should  conform  with  the 
requirements  for  manuscripts,  and  each  manuscript  should 
include  the  name  of  the  author,  title  of  article  and  the  location 
of  the  author.  The  used  manuscript  is  not  returned  but  every 
effort  will  be  made  to  return  manuscripts  not  accepted  or 
published  by  the  Journal  of  Medicine.  Articles  are  accepted 
for  publication  on  condition  they  are  contributed  solely  to 
this  Journal. 

ILLUSTRATIONS:  Satisfactory  photographs  or  drawings  are 
supplied  by  the  author.  Each  illustration,  table,  etc.,  should 
bear  the  author’s  name  on  the  back.  Photographs  should  be 
clear  and  distinct.  Drawings  should  be  made  in  black  India 
ink  on  white  paper.  Used  illustrations  are  returned  after  pub- 
lication if  requested. 


CARE  FOR  YOUR  COUNTRY. 

As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  investment 
of  your  time.  You  will  broaden  your  professional  expe- 
rience by  working  on  interesting  medical  projects  in  your 
community.  Army  Reserve  service  is  flexible,  so  it  won’t 
interfere  with  your  practice.  You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve  meetings.  You’ll  also 
attend  funded  continuing  medical  education  programs.  You 
will  all  share  the  bond  of  being  civic-minded  physicians  who 
are  also  commissioned  officers.  One  important  benefit  of  being  an  officer  is 
the  non-contributory  retirement  annuity  you  will  get  when  you  retire  from  the 
Army  Reserve.  To  find  out  more,  simply  call  the  number  below. 

ARMY  RESERVE.  BE  ALL  YOU  CAN  BE. 


Please  phone  CPT  John  M.  Bray,  MSC  (collect)  at  1-612-854-7702/7328 
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SOUTH  DAKOTA 


THE 

ALUMNI 

FOUNDATION 

of  the 


UNIVERSITY  OF  SOUTH  DAKOTA 
SCHOOL  OF  MEDICINE 

The  University  of  South  Dakota  School  of  Medicine  Alumni  Foundation  was  officially 
organized  in  1980.  It  is  a self-standing,  incorporated  organization.  It  is  responsible 
for  alumni  programming  and  raising  of  funds  for  general  support  of  the  School 
of  Medicine.  The  Foundation  works  closely  with  the  South  Dakota  Medical  School 
Endowment  Association  which  provides  funds  for  student  loans  and  scholarships 
and  for  research  support.  Both  organizations  are  administered  by  separate  Boards 
of  Directors  with  assistance  from  the  School  of  Medicine. 

As  of  1977  the  University  of  South  Dakota  School  of  Medicine  is  a four-year  degree 
granting  school,  and  through  the  Alumni  Foundation  the  school,  and  past  and 
present  students  will  be  better  served. 

Contributions  may  be  sent  to: 

Alumni  Foundation 
School  of  Medicine 
University  of  South  Dakota 
Vermillion,  South  Dakota  57069 


Future  Meetings 


June 


Workshop  on  Heart  Attack  Prevention,  Spring  Hill  Center,  Way- 
zata,  MN,  June  2-4.  Fee:  $325.  1 7 hrs.  AMA  Category  I credits. 
Contact:  CME,  Box  293  Mayo  Mem.  Bldg.,  420  Delaware  St., 
SE,  Minneapolis,  MN  55455.  Phone:  (612)  37.3-8012. 


Management  of  Musculoskeletal  Tumors,  Sheraton-Ritz  Hotel, 
Minneapolis,  MN,  June  9-11.  Fee:  $350.  2 1 hrs.  AMA  Category 
I credits.  Contact:  CME,  Box  293  Mayo  Mem.  Bldg.,  420  Del- 
aware St.,  SE,  Minneapolis,  MN  55455.  Phone:  (612)  373- 
8012. 


Workshop  on  Beginning  and  Advanced  Hypnosis,  Earle  Brown 
Cont.  Ed.  Center,  U.  of  Minn.,  St  Paul,  MN,  June  11-12.  Fee: 
$275.  20  hrs.  AAFP&  AMA  Category  I credits.  Contact:  CME, 
Box  293  Mayo  Mem.  Bldg.,  420  Delaware  St.,  SE,  Minneapolis, 
MN  55455.  Phone:  (612)  373-8012. 


Advances  in  Vascular  Surgery,  West  Bank  Aud.,  Willey  Hall,  U. 
of  Minn.,  Minneapolis,  MN,  June  14-16.  Fee:  $350.  23  hrs. 
AAFP  & AMA  Category  I credits.  Contact:  CME,  Box  293 
Mayo  Mem.  Bldg.,  420  Delaware  St.,  SE,  Minneapolis,  MN 
55455.  Phone:  (612)  373-8012. 


Fifth  Annual  Black  Hills  Seminar  on  Advances  in  Clinical  Pe- 
diatrics, Sylvan  Lake  Resort,  Custer,  SD,  June  16-18.  Contact: 
L.  R.  Wellman,  M.D.,  Prog.  Coor.,  Dept,  of  Peds.,  USD  School 
of  Med.,  1 100  S.  Euclid,  Sioux  Falls,  SD  571  17-5039.  Phone: 
(605)  339-6578. 


Disabled  and  Chronically  III  Adolescent  Conference,  Earle  Brown 
Cont.  Ed.  Center,  U.  of  Minn.,  St.  Paul,  MN,  June  29-30.  Fee: 
$190.  14  hrs.  AMA  Category  I credits.  Contact:  CME,  Box 
293  Mayo  Mem.  Bldg.,  420  Delaware  St.,  SE,  Minneapolis, 
MN  55455.  Phone:  (612)  373-8012. 


American  Cancer  Society  National  Conference,  The  Primary  Care 
Physician  and  Cancer,  Hyatt  Regency  Wash,  on  Capitol  Hill, 
Washington,  D.C.,  June  24-26.  Fee:  none.  17.5  hrs.  AAFP  & 
AMA  Category  I credits.  Contact:  Nicholas  Bottiglieri,  MD, 
Am.  Cancer  Soc.  Nat’l.  Conf,  The  Primary  Care  Phys.  & Can- 
cer, 777  Third  Ave.,  New  York,  NY  10017. 


July 


Medical  Research:  Pathway  to  Better  Health.  Nutrition  In  The 
Young  And  Elderly,  Univ.  of  Minn.,  Duluth,  MN,  June  28- 
30.  Contact:  Edwin  Haller,  M.D.,  UMD  School  of  Med.,  2400 
Oakland  Ave.,  Duluth.  MN  55812.  Phone:  (218)  726-7969. 


Current  Concepts  In  Pain  Management  And  Current  Concepts 
In  Office  Management,  Steamboat  Springs,  CO,  July  18-23. 
AMA  Category  I credits.  Fee:  $250.  Contact:  Current  Concept 
Seminars,  9400  S.  Dadeland  Blvd.,  #300,  Miami,  FL  33156. 
Phone:  (305)  666-1401. 


Summer  CME  Cruise/Conferences  On  Legal  — Medical  Issues, 
Caribbean  Conference,  TSS  Fairwind  departing  Ft.  Lauderdale, 
July  28-Aug.  7.  24  hrs.  AMA  Category  I credits.  Contact:  In- 
ternational Conferences.  Suite  C,  189  Lodge  Ave.,  Huntington 
Station,  NY  1 1746.  Phone:  (516)  549-0869. 


Clinical  Management  of  Coronary  Disease  and  Dual-Mode  Ex- 
ercise Testing,  Lk.  of  the  Ozarks,  MO,  July  30-Aug.  1.  Fee: 
$245.  1 3 hrs.  AAFP  & AMA  Category'  I credits.  Contact:  IMEC, 
64  Inverness  Dr.,  E.,  Englewood,  CO  80112.  Phone:  800-525- 
8651. 


ECG  Interpretation  & Arrhythmia  Management,  Lake  Geneva, 
WI.  July  30-Aug.  1 . Fee:  $245.  1 3 hrs.  AAFP  & AMA  Category 
I credits.  Contact:  IMEC,  64  Inverness  Dr.,  E.,  Englewood, 
CO  80112.  Phone:  800-525-8651. 


August 


ECG  Interpretation  & Arrhythmia  Management,  Lake  Tahoe. 
NV,  Aug.  6-8.  Fee:  $245.  13  hrs.  AAFP  & AMA  Category  I 
credits.  Contact:  IMEC,  64  Inverness  Dr.,  E.,  Englewood,  CO 
80112.  Phone:  800-525-8651. 


Medical  Law  for  Physicians,  Seminar-at-Sea,  Bermuda  Cruise, 
Aug.  1 4-2 1 . 30  hrs.  AAFP  & AMA  Category  I credits.  Contact 
before  June  1 5:  C.  E.  Osborne,  Ed.  D.,  Ass’t.  Dean,  CME,  SIU 
School  of  Med..  Box  3926,  Springfield,  IL  62708.  Phone:  (217) 
782-7711. 


Summer  CME  Cruise/Conferences  On  Legal-Medical  Issues, 
Mediterranean  Conference.  MTS  Danae,  departing  Venice,  It- 
aly. Aug.  21 -Sept.  4.  24  hrs.  AMA  Category  I credits.  Contact: 
International  Conferences,  Suite  C,  189  Lodge  Ave.,  Huntington 
Station,  NY  11746.  Phone:  (516)  549-0869. 


Arrhythmais  & Cardiac  Ischemia:  Diagnosis  & Management, 

San  Francisco,  CA,  July  16-17.  Fee:  $245.  13  hrs.  AAFP  & 
AMA  Category  I credits.  Contact:  IMEC,  64  Inverness  Dr., 
E.,  Englewood,  CO  80112.  Phone:  800-525-8651. 


Arrhythmais  & Cardiac  Ischemia:  Diagnosis  & Management, 

Vail,  CO,  July  16-18.  Fee:  $245.  13  hrs.  AAFP  & AMA  Cat- 
egory I credits.  Contact:  IMEC,  64  Inverness  Dr.,  E.,  Englewood, 
CO  80112.  Phone:  800-525-8651. 


October 


Seventh  Annual  International  Body  Imaging  Conference,  Sheraton 
Royal  Waikoloa  Hotel,  Kona,  Hawaii,  Oct.  9-17.  Fee:  $385. 
28  hrs.  Category  I ACR  credits.  Contact:  Conference  Secretary, 
Seventh  Ann.  International  Body  Imaging  Conf.,  Dept,  of  Ra- 
diology, West  Park  Hosp.,  22144  Roscoe  Blvd.,  Canoga  Park, 
CA  91304.  Phone:  (213)  340-0580  ext.  280. 
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Eleven  Year  Old  Male  Referred  For  Severe 
Abdominal  Pain  And  Vomiting  Of  One  Day’s 
Duration 


Neonatal  Malaria  In  An  American  Born 
Infant  Of  An  Asian  Immigrant 
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Clinicopathological  Conference 


Eleven  Year  Old  Male  Referred  For  Severe 
Abdominal  Pain  And  Vomiting  Of  One  Day’s 
Duration 


Michael  A.  Jording,  M.D.* 

Discusser 

John  F.  Barlow,  M.D.** 
Editor 


Case  No.  906-825 

This  1 1-year-old  Caucasian  male  was  referred  from  Canton,  SD 
to  Sioux  Valley  Hospital  because  of  severe  abdominal  pain  and 
vomiting  of  one  day's  duration. 

The  patient  had  been  well  until  one  week  prior  to  admission 
when  he  was  injured  in  the  chest  by  another  individual  and  had 
a brief  episode  of  right  flank  pain.  Over  the  past  three  to  four 
days,  the  patient  had  noted  increasing  generalized  noncramping 
abdominal  pain  more  marked  on  the  right,  involving  mostly  the 
right  lower  quadrant.  There  was  associated  persistent  vomiting. 
There  was  no  radiation  of  the  pain  to  other  areas  except  that 
often  the  abdominal  pain  appeared  generalized.  This  pain  pro- 
gressed severely  on  the  day  before  admission.  The  patient  de- 
veloped sweating  and  confusion. 

PHYSICAL  EXAMINATION:  Diaphoretic  slightly  delirious 
very  warm  Caucasian  male.  Respirations  80/minute  and  regular, 
pulse  156/minute  and  regular;  temperature  104.4°F.  rectally;  blood 
pressure  120  systolic  and  76  diastolic.  Examination  of  the  head 
and  neck  was  unremarkable.  The  lungs  revealed  decreased  breath 
sounds  on  the  right  without  rales.  The  heart  had  a regular  sinus 
rhythm  with  no  murmurs  or  abnormal  sounds.  The  abdomen  was 
frankly  rigid,  with  no  bowel  sounds.  There  was  more  tenderness 
on  the  right  then  on  the  left.  There  was  also  definite  rebound 


* Resident  in  Family  and  Community  Medicine,  Sioux  Falls, 
SD. 

**Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux  Valley 
Hospital;  Professor  of  Pathology,  School  of  Medicine,  Uni- 
versity of  South  Dakota. 


tenderness.  The  patient  was  felt  to  have  fluid  in  the  abdomen. 
Rectal  examination  demonstrated  diffuse  tenderness.  The  patient 
was  explored  with  a preoperative  diagnosis  of  ruptured  acute  ap- 
pendicitis. 

On  abdominal  exploration,  there  was  a mass  in  the  area  of  the 
terminal  ileum  involving  one  and  one-half  feet  of  bowel.  The 
bowel  appeared  extremely  inflamed,  with  an  edematous  thick  wall 
and  the  mesentery  showed  massive  swelling  with  a fibrinous  ex- 
udate. The  lymph  nodes  appeared  very  enlarged  and  probably 
necrotic.  The  liver  showed  no  evidence  of  tumor  involvement.  The 
spleen  was  enlarged,  but  showed  no  abnormalities.  A resection 
of  the  terminal  ileum  and  part  of  the  mesentery  was  carried  out. 
LABORATORY  DATA:  Urinalysis:  yellow,  slightly  turbid,  spe- 
cific gravity  1.015,  pH  5.0,  trace  protein,  negative  glucose,  2+ 
ketone  bodies,  negative  bile,  slight  amount  of  hemoglobin,  sediment 
0-1  red  cells,  amorphous  urates.  Hemoglobin  12.5  gm/dl, 
hematocrit  30  vol/dl,  with  normal  red  cell  indices,  white  count 
44,600  (44.6  X 109/L)  w ith  21%  immature  cells  of  undetermined 
origin,  17%  myelocytes,  17%  metamyelocytes,  6%  segmented 
neutrophils,  13%  netrophilic  bands,  1%  eosinophils,  20%  lym- 
phocytes, 5%  monocytes,  1 nucleated  red  cell  per  100  white  cells, 
platelet  count  383,000/mm3  (383  X 109/L).  The  red  cells  showed 
slight  anisocytosis  on  smear.  There  was  also  mild  polychroma- 
tophilia.  Arterial  blood  gases  before  surgery  showed  a pH  of  7.43, 
PCO2  30  torr,  CO2  content  30  meq/L,  PO2  100  torr  and  O2 
saturation  98%.  Electrolytes  were  within  normal  limits.  Pro- 
thrombin time,  partial  thromboplastin  time,  fibrinogen,  and  pro- 
tamine sulfate  as  well  as  tests  for  fibrin  split  products  were  within 
normal  limits.  Chest  films  as  well  as  flat  plate  and  left  lateral 
decubitus  films  of  the  abdomen  preoperatively  did  not  reveal  any 
definite  abnormality. 
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DR.  JORDING:  In  summary,  this  1 1 -year-old  white 
male  was  referred  from  Canton,  S.D.  because  of 
severe  abdominal  pain  and  vomiting  of  one  day’s 
duration.  He  did  have  a history  of  injury  to  the  chest 
and  developed  right  sided  or  flank  pain.  Was  this 
pain  in  the  chest  or  abdomen? 

DR.  BARLOW:  I am  not  sure,  but  I think  it  was 
in  the  chest. 

DR.  JORDING:  For  three  to  four  days  prior  to 
admission,  he  noted  increasing  generalized  non- 
crampy  abdominal  pain  with  localization  to  the  right 
lower  quadrant.  There  was  associated  persistent 
vomiting.  The  pain  progressed  severely  and  the  pa- 
tient developed  sweating  and  confusion.  Significant 
physical  findings  included  diaphoresis  and  delirium, 
a temperature  of  104.4°  rectally,  decreased  breath 
sounds  without  rales  at  the  right  base,  and  a rigid 
abdomen  with  more  tenderness  on  the  right  and 
definite  rebound  tenderness.  There  was  also  probable 
fluid  in  the  abdomen.  The  differential  diagnosis  in- 
cludes acute  appendicitis  with  possible  rupture.  The 
entire  history  and  physical  examination  is  certainly 
consistent  with  this  diagnosis.  Another  possibility 
is  mesenteric  adenitis  but  the  patient  did  lack  a his- 
tory of  a recent  upper  respiratory  infection.  With 
abdominal  pain,  one  must  always  consider  right 
sided  pneumonia  with  a possible  pleural  effusion 
and  right  hemidiaphragmatic  irritation  producing 
abdominal  pain.  Although  there  is  no  prior  history 
of  compatible  symptoms,  one  must  realize  that 
Crohn’s  disease  can  present  with  a history  suggesting 
appendicitis  in  one  third  of  the  cases. 

The  laboratory  data  with  an  elevated  white  count 
and  immature  granulocyte  series  precursors  certainly 
suggests  a leukemia.  The  normal  chest  x-ray  would 
tend  to  rule  out  pneumonia.  The  flat  plate  and  up- 
right films  of  the  abdomen  did  not  reveal  an  ab- 
normality inspite  of  the  findings  at  surgery.  Because 
of  the  findings  at  surgery  and  the  abnormal  differ- 
ential count  in  the  peripheral  blood,  one  would  have 
to  consider  malignant  lymphoma  of  non-Hodgkins 
type  with  leukemic  dissemination,  or  possibly 
chronic  myeloid  leukemia  with  a granulocytic  sar- 
coma. I cannot  completely  exclude  acute  appendi- 
citis with  rupture  or  pneumonia. 

Dr.  Jording’s  Diagnosis 

Malignant  Lymphoma, 

Non-Hodgkins  Type  of  Abdomen. 

DR.  BARLOW:  After  admission  an  exploratory 
laparotomy  by  Dr.  Peter  O’Brien  was  performed 
with  a preoperative  diagnosis  of  ruptured  appendix. 
After  anesthesia,  a large  right  lower  quadrant  mass 
was  palpated  externally.  There  was  a large  amount 
of  very  cloudy  fluid  in  the  abdomen.  The  omentum 
was  thickened  and  edematous.  The  mass  was  in  the 


Figure  1 


Gross  specimen  with  ileum  at  outside  of  picture.  The  bowel  is 
almost  obscured  by  a white  coating  of  tumor  and  destroyed  focally 
by  tumor  (upper  left).  Hemorrhagic  massively  replaced  lymph 
nodes  in  center  of  picture  are  seen. 

terminal  ileum  involving  a one  to  one  and  one-half 
foot  segment  of  bowel  with  associated  enlarged  pur- 
ple mesenteric  lymph  nodes.  The  appendix  appeared 
to  be  covered  by  exudate.  The  liver,  spleen  and 
remainder  of  the  small  and  large  bowel  were  normal. 
A segmental  resection  of  ileum,  ileostomy,  and  ap- 
pendectomy were  performed. 

Submitted  was  a 74  cm  segment  of  small  bowel 
covered  by  a thin  white  exudate.  There  was  a major 
firm  5 cm  in  greatest  dimension  white  firm  tumor 
mass  which  involved  all  layers  of  the  bowel  wall. 
The  mesenteric  nodes  were  greatly  enlarged  and  re- 
placed by  similar  tumor  (Fig.  1).  Microscopic  sec- 
tions revealed  diffuse  replacement  of  the  mucosa, 
bowel  wall  and  lymph  nodes  by  tumor  with  a “starry 
sky’’  pattern.  This  was  characterized  by  large  mac- 
rophages containing  ingested  debris  surrounded  by 
cells  with  large  nuclei  with  clumped  chromatin  and 
one  to  several  nucleoli.  There  was  scanty  cytoplasm 
which  did  show  a positive  reaction  with  methyl  green 
pyronine.  Occasionally  oil  red  0 positive  vacuoles 
occur  in  the  cytoplasm  but  these  were  not  prominent 
in  this  case.  The  white  exudate  on  the  bowel  was 
tumor  infiltrate.  Some  lymph  nodes  were  sur- 
rounded, others  replaced  by  tumor  in  the  mesentery 
(Fig.  2). 


6 


SOUTH  DAKOTA 


i 

; * l 


»»  - 

m 

Ns  ^ 
'T 

*** 

% % 


. 0^ 


' * 

• V 

f»**  'A,  *n 

4 ,»  *,  #*?  «ftl  * 

- 4 r-i » > 

v * *•* 


r>~*. 
■*  * * 

?> 

J!*1*  * *4  u 


» * Tfc  * C % J#  % 

*- 


# 


>vV* 


*,v 


„ « *.  » 


* v#  ***** 

..  Vyis*?*» 


Figure  2 

Starry  sky  appearance  of  Burkitt's  lymphoma  due  to  large  pale 
macrophages  accentuated  by  a black  night  of  malignant  lymphoid 
cells. 


The  bone  marrow  showed  diffuse  replacement  by 
tumor.  The  appendix  was  diffusely  infiltrated  by  the 
tumor  as  well. 

Considering  the  age  of  the  patient,  location  of  the 
tumor,  and  the  characteristic  histology,  a diagnosis 
of  Burkitt's  lymphoma  was  made.  It  is  important 
to  appreciate  that  correlation  of  these  several  factors 
are  necessary  for  the  diagnosis.  The  “starry  sky” 
pattern  alone  is  not  diagnostic  nor  are  any  of  the 
other  clinical  or  histologic  features  but  taken  together 
the  characteristic  picture  of  a Burkitt’s  tumor 
emerges. 

FINAL  ANATOMIC  DIAGNOSES 
BURKITT’S  LYMPHOMA  OF  ILEUM 
AND  SMALL  BOWEL  MESENTERY 

Postoperatively,  the  patient  developed  a uric  acid 
of  24  mg/dl  and  progressive  azotemia  with  the  blood 
urea  nitrogen  (BUN)  rising  from  16  to  98  mg/dl 
and  the  creatinine  from  1.2  to  2.6  mg/dl.  Uric  acid 
nephrophathy  or  renal  involvement  by  neoplasm 
were  suspected  and  the  patient  was  transfered  to  the 
Mayo  Clinic.  Unfortunately,  the  patient  developed 
a series  of  complications  at  that  institution.  He  de- 
veloped massive  gastrointestional  bleeding  due  to 
primary  fibrinolysis  followed  by  a leukemic  phase 
of  the  disease.  This  responded  a bit  too  dramatically 
to  minimal  chemotherapy  with  resulting  severe 
pancytopenia.  He  also  developed  bleeding  from  the 
ileostomy  and  infection  terminally. 

Burkitt’s  lymphoma  is  regarded  as  a distinct  clin- 
ical and  pathologic  entity  which  was  originally  de- 
scribed by  Denis  Burkitt,  a British  surgeon,  in 
Uganda  in  1958.  Davies  and  O’Conor  described  the 
pathology  shortly  thereafter. 


The  lesion  is  a diffuse  undifferentiated  malignant 
lymphoma  of  B lymphocyte  origin.  It  is  endemic 
and  common  in  Africa  where  it  has  a predilection 
for  involvement  of  the  jaw.  It  is  a rare  entity  in  the 
USA  but  immunologically  and  histologically  iden- 
tical to  the  African  variety  but  has  a different  organ 
distribution  with  predominant  localization  in  the 
lower  abdomen,  bowel,  ovary  or  retroperitoneun. 
Peripheral  lymph  node  involvement  is  rare  in  both 
African  and  American  varieties.  The  median  age  is 
10-11  years,  slightly  older  than  the  African  type, 
with  male  predominance.  Occurrence  among  Cau- 
casians in  the  U.S.A.  has  been  reported. 

It  appears  that  localized  disease  and  extra  intes- 
tinal involvement  are  associated  with  the  best  prog- 
nosis. These  factors  are  the  basis  for  clinical  staging. 

Clinical  Staging  Of  Burkitt's  Lymphoma 
Stage  Extent  Of  Tumor 

A Single  extra-abdominal  site 

B multiple  extra-abdominal  sites 

C intra-abdominal  tumor 

D intra-abdominal  tumor  witth  involve- 

ment of  more  than  one  extra-abdominal 
site 

AR  Stage  C but  with  greater  than  90%  of 

tumor  resected 

Bone  marrow  involvement  is  usually  massive  and 
associated  with  a leukoerythroblastic  blood  picture 
(nucleated  red  cells  and  immature  white  cells)  and 
a poor  prognosis. 

In  general,  poor  prognostic  factors  include  ad- 
vanced stage,  bone  marrow,  abdominal  or  central 
nervous  system  involvement,  early  relapse  after 
therapy  and  a refractory  state  to  primary  therapy. 
The  lactic  dehydrogenase  serum  level  (LDH)  is  a 
good  index  of  tumor  burden. 

The  Epstein  Barr  Virus  (EBV),  a herpes  virus, 
known  to  cause  infectious  mononucleosis,  was  first 
isolated  from  Burkitt’s  lymphoma  in  1964.  Most 
patients  with  African  Burkitt’s  lymphoma  and  many 
patients  with  American  Burkitt’s  lymphoma  have 
antibodies  to  one  or  more  EBV  antigens  80-90%  of 
the  African  variety  and  20%  of  the  American  variety 
have  the  EBV  DNA  genome  in  the  tumor.  Whether 
EBV  is  a carrier  virus  on  Burkitt’s  tumor  or  is  the 
etiologic  agent  thereof  is  unsettled.  It  is  known  that 
the  virus  can  produce  continuous  cells  lines  of 
lymphoid  cells,  produces  a lymphoma  in  marmosets 
and  selectively  attacks  B cells  through  a C-3  receptor 
on  the  cells. 

Another  interesting  theory  is  that  malaria  pro- 
duces lymphoid  stimulation,  a fertile  soil  for  EBV 
which  may  also  be  mosquito  borne.  Burkitt’s  tumor 
has  occurred  some  months  after  infectious  mon- 
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onucleosis.  It  is  a monoclonal  disease  with  a char- 
acteiistic  14  q+  chromosome  abnormality. 

A striking  problem  during  chemotherapy  is  what 
may  happen  with  rapid  lysis  of  tumor.  Rapid  onset 
of  hyperkalemia,  hyperphosphatemia,  azotemia, 
hyperuricemia,  hypocalcemia,  and  lactic  acidosis  can 
occur  together,  alone,  or  in  varying  combinations 
and  are  life  threatening.  The  same  problems  may 
arise  with  any  tumor  which  is  highly  sensitive  to 
chemotherapy,  the  mainstay  of  treatment  of  Burk- 
in's lymphma'.  Cyclophosphamide  in  combination 
with  other  agents  such  as  vincristine,  methotrexate 
and  prednisone  form  the  basis  of  most  chemotherpy 
treatment  protocols.  A major  problem  is  how  to 
treat  central  nervous  system  involvement  which  is 
a major  cause  of  relapse.  Long  term  remission  and 
even  cure  is  possible  especially  if  the  patient  survives 
1-2  years. 

* DR.  MERRIT  WARREN:  Does  debulking  the 
tumor  help  prevent  some  of  the  complications  that 
may  occur  with  sudden  lysis  of  the  tumor  after 
chemotherapy? 

**DR.  L.G. THATCHER:  Not  necessaily.  The  most 
common  complication  with  lysis  of  tumor  during 
therapy  is  the  hyperuricemia.  This  can  lead  to  renal 
shutdown.  Allopurinol  markedly  decreases  this 
complication,  although  it  may  produce  a nephro- 
pathy of  its  own.  Other  complications  such  as  hy- 
pocalcemia, hyperphosphatemia  and  hypercalcemia 
may  occur.  These  complications  may  occur  with 
any  malignant  tumor  of  childhood  in  response  to 
chemotherapy. 

I would  like  to  mention  that  when  lymphomas 
of  childhood  involve  the  mediastinum,  one  must 
be  careful  as  these  can  rapidly  cause  airway  obstruc- 
tion. Patients  can  die  acutely  from  respiratory  ob- 
struction which  occurs  from  rapid  tumor  growth  or 
after  minimal  radiation  therapy  which  produces 
swelling  leading  to  obstruction  of  the  superior  vena 
cava  and/or  the  airway.  I would  caution  all  of  you 
to  note  that  a rapidly  growing  tumor  in  the  me- 
diastinum is  a medical  emergency. 

***DR.  WARREN  JONES:  How  often  do  you  see 
Burkitt’s  lymphoma? 

DR.  THATCHER:  I have  only  seen  about  six  cases. 
This  is  the  only  one  I have  seen  in  South  Dakota. 
They  are  rare  and  my  particular  experience  with 
them  has  been  very  poor  due  to  numerous  com- 


plications of  therapy.  However,  they  do  respond  to 
therapy  and  some  long  range  remissions  have  oc- 
curred. 
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There’s  more  to 
ZYLOPRIM 

than  (allopurinol ). 


■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 


■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 

■ Patient  compliance  pamphlets  available 

■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 


Write  “D.A.  W.,  ” “No  Sub,  ” or  “Medically  Necessary,  ” 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


VITAL  SIGNS 


DEPRESSION: 

INSOMNIA 


Others  to  look  for: 

agitation 
anorexia 
feelings  of  guilt 
and  worthlessness 
fatigue 
palpitations 
headache 
vague  aches 
and  pains 
sadness 
psychic  and 
somatic  anxiety 


Artist's  conception, 

looking  out  from  the  human  eye 

os  conceived  in  a schematic  model. 


LIMBITROL  GIVEN 
H.S.:ONEOFTHE 
VITAL  SPECIFICS 
OF  TREATMENT 

Limbitrol  brings  a special — and  specific — quality  of 
relief  to  most  anxious  depressed  patients.  Insomnia, 
for  example,  responds  with  particular  promptness. 

Other  symptoms  likely  to  respond  within  the  first  week 
of  treatment  include  anorexia,  agitation  and  psychic 
and  somatic  anxiety.  And,  as  the  depression  and 
anxiety  are  alleviated,  in  many  cases  so  are  such 
related  somatic  symptoms  as  headache,  palpitations, 
and  various  vague  aches  and  pains. 

Limbitrol  given  once  daily  h.s. 
may  be  the  best  approach 

Many  patients  respond  readily  to  a single  bedtime 
dose  of  Limbitrol,  a convenient  schedule  that  may 
enhance  compliance  and  helps  relieve  the  insomnia 
associated  with  anxious  depression.  Limbitrol  also 
offers  a choice  of  other  regimens:  t.  i d.,  or  a divided 
dose  with  the  larger  portion  h.s.  In  all  cases,  caution 
patients  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring 
complete  mental  alertness,  such  as  driving  or  oper- 
ating machinery. 

in  moderate  depression  and  anxiety 

Umbitrole 

Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


Specific  therapy  with  h.s.  dosage  convenience 


Please  see  summary  of  complete  product  information  on  following  page. 


LIMBITROL"  TABLETS  Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate 
to  severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressants  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  of  MAO  inhibitors  since  hyperpyretic 
crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use, 
then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is 
achieved  Contraindicated  during  acute  recovery  phase  following  myocardial 
infarction 

Warnings:  Use  with  great  care  in  patients  with  history  ot  urinary  retention  or 
angle-closure  glaucomo  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  anticholinergic-type  drugs  Closely  supervise 
cardiovascular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high 
doses  Myocardial  infarction  and  stroke  reported  with  use  of  this  class  of 
drugs  ) Caution  patients  about  possible  combined  effects  with  clcohol  and 
other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g . operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  ot  minor  tranquilizers  during  the  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 
Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been 
reported  rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symptoms 
following  discontinuation  of  either  component  alone  have  been  reported 
(naused.  headache  and  malaise  tor  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide), 
Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renal  or  hepatic  function  Because  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these 
patients  Periodic  liver  (unction  tests  and  blood  counts  are  recommended 
during  prolonged  treatment  Amitriptyline  component  may  block  action  of 
guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precautions  about  pregnancy 
Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended 
in  children  under  12  In  the  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either 
component  alone  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor,  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  have  been  observed 
rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke 
Psychiatric - Euphoria,  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomama  and  increased  or  decreased  libido 
Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary 
retention,  dilatation  of  urinary  tract 

Allergic  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue, 
pruritus 

Hematologic  Bone  marrow  depression  including  agranulocytosis, 
eosinophilia,  purpura,  thrombocytopenia 

Gastrointestinal  Nausea  epigastric  distress,  vomiting,  anorexia,  stomatitis, 
peculiar  taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast 
enlargement,  galactorrhea  and  minor  menstrual  irregularities  in  the  female 
and  elevation  and  lowering  of  blood  sugar  levels 
Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary 
frequency  mydriasis,  jaundice  alopecia  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an 
overdose  Treatment  is  symptomatic  and  supportive  I V administration  ot  1 to 
3 mg  physostigmine  salicylate  has  been  reported  to  reverse  the  symptoms  of 
amitriptyline  poisoning  See  complete  product  information  for  manifestation 
and  treatment 

Dosoge:  Individualize  according  to  symptom  severity  and  patient  response 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtained 
Larger  portion  ot  daily  dose  may  be  taken  at  bedtime  Single  h s dose  may 
suffice  tor  some  patients  Lower  dosages  are  recommended  for  the  elderly 
Limbitrol  10-25.  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses, 
increased  to  six  tablets  or  decreased  to  two  tablets  daily  as  required 
Limbitrol  5-12  5,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlor- 
diazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue, 
film-coated  tablets,  each  containing  5 mg  chlordiazepoxide  and  12  5 mg 
amitriptyline  (as  the  hydrochloride  salt)— bottles  of  100  and  500,  Tel-E-Dose" 
packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50 


WHY YOU 
SHOULD 
MAKE  A 
CORPORATE 
CONTRIBU- 
TION TO 
THE  AD 
COUNCIL 

The  Advertising  Council  is  the  biggest 
advertiser  in  the  world.  Last  year,  with 
the  cooperation  of  all  media,  the  Coun- 
cil placed  almost  six  hundred  million 
dollars  of  public  service  advertising. 
Yet  its  total  operating  expense  budget 
was  only  $1,147,000  which  makes  its 
advertising  programs  one  of  America’s 
greatest  bargains ...  for  every  $1  cash 
outlay  the  Council  is  generating  over 
$600  of  advertising. 

U.S.  business  and  associated  groups 
contributed  the  dollars  the  Ad  Council 
needs  to  create  and  manage  this 
remarkable  program.  Advertisers,  ad- 
vertising agencies,  and  the  media 
contributed  the  space  and  time. 

Your  company  can  play  a role.  If  you 
believe  in  supporting  public  service 
efforts  to  help  meet  the  challenges 
which  face  our  nation  today,  then  your 
company  can  do  as  many  hundreds  of 
others— large  and  small— have  done. 
You  can  make  a tax-deductible  con- 
tribution to  the  Advertising  Council. 

At  the  very  least  you  can,  quite  easily, 
find  out  more  about  how  the  Council 
works  and  what  it  does.  Simply  write  to: 
Robert  P.  Keim,  President,  The  Adver- 
tising Council,  Inc.,  825  Third  Avenue, 
New  York,  New  York  10022. 


A Public  Service  of  This  Magazine 
& The  Advertising  Council. 

The  cost  of  preparation  of  this  advertisement 
was  paid  for  by  the  American  Business  Press, 
the  association  of  specialized  business  publi- 
cations. This  space  was  donated  by  this 
magazine. 


ROCHE  PRODUCTS  INC 
Manati,  Puerto  Rico  00701 


“MEDICAL  ACCOUNTING  PLUS 
WORD  PROCESSING  FOR  UNDER 
$6,500.  FROM  COMMODORE.” 

—WILLIAM  SHATNER 


The  symptoms  are  common.  Missing  receipts. 
Overdue  invoices.  Neglected  insurance  forms.  And, 
worst  of  all,  a lot  of  precious  time  spent  on  paperwork 
that  could  otherwise  be  devoted  to  patient  care. 

The  cure:  A Commodore  desktop  computer.  In- 
cluding disk  drive,  letter  quality  printer,  and  complete 
medical  accounting  and  word  processing  systems. 

For  a modest  investment,  you  get  all  the  features  of  a 
sophisticated  and  versatile  business  computer  that  can 
do  virtually  all  your  paperwork  in  a fraction  of  the 
time  it  takes  you  now. 

Commodore’s  Medical  Accounting  System 

(MAS)1,  for  example,  can  provide  you  with  a fast, 
flexible  accounting  and  bookkeeping  system  that’s  as 
easy  to  use  as  it  is  cost  effective.  Automating  your 
receivables,  invoicing,  aging  of  payables,  and  re- 
venue analyses.  MAS  can  also  generate  end-of-the- 
month  “Superbills”  as  well  as  standard  insurance  and 
Medicare  forms.  And  it  gives  you  a thorough  over- 
view of  your  office  activities  through  a series  of 
reports  ranging  from  diagnostics  to  referrals. 

And  with  our  word  processing  programs,  your 
Commodore  computer  is  versatile  enough  to  be  used 
whenever  you’d  normally  use  a typewriter.  For 
memos.  Reports.  Correspondence.  Proposals.  In 
seconds,  you  can  delete,  insert,  rearrange  para- 
graphs, even  revise  as  many  times  as  necessary.  With 
no  time  wasted  typing  multiple  drafts. 

If  all  that  time  saved  on  paperwork  is  used  to  take 
on  additional  patients,  just  think  how  quickly  your 
Commodore  computer  will  pay  for  itself,  many 
times  over. 

Your  Commodore  computer  can  be  expanded  to 

meet  the  needs  of  a growing  office . And  Commodore 
dealers  throughout  the  country  offer  prompt  local 
service . Visit  your  Commodore  dealer  for  a hands-on 
demonstration  of  the  Commodore  computer  that  does 
so  much,  so  easily,  at  such  a low  cost. 

1 Medical  Accounting  System  was  created  by  Cimarron  Corp. 


Commodore  Computer  Systems  SJC-6 

681  Moore  Road,  King  of  Prussia,  PA  19406 

□ Please  send  me  more  information  on  the  MAS  System. 


Name 


Address 


State  _ 
'P 


Phone. 


commodore 

COMPUTER 


"1 


13th  ANNUAL 

BLACK  HILLS  SUMMER  SEMINAR 

ON  RHEUMATOLOGY,  INFECTIOUS  DISEASES, 

OBSTETRICS  & GYNECOLOGY, 

FETAL  ASSESSMENT,  ANXIETY 

AUGUST  12,  13,  14,  1982 
HOWARD  JOHNSON  MOTOR  LODGE 
RAPID  CITY,  SOUTH  DAKOTA 

Hosted  By:  South  Dakota  Chapter  of  the  American  Academy  of  Family  Physicians. 

This  program  has  been  reviewed  and  is  acceptable  for  1 5 prescribed  hours  by  the  American 
Academy  of  Family  Physicians  and  1 5 hours  Category  1 AMA  Physician  Recognition  Award. 


WEDNESDAY,  AUGUST  11,  1982 

4:00  p.m.  Board  Meeting,  SDAFP 

THURSDAY,  AUGUST  12,  1982 

(Sponsored  by  Lederle  Laboratories) 

Morning  Session 
R.  G.  Nemer,  M.D.,  Moderator 

7:30-8:30  Registration 
8:30-8:40  Welcome  — R.  G.  Nemer,  M.D. 

8:45-9:25  Differential  Diagnosis  of 

Mono-  and  Poly-articular 
Arthritis 

Morris  Ziff,  M.D, 


9:00-9:40 

9:45-10:10 

10:15-10:55 


11:00-11:40 


Premature  Labor—  The  Obstetrician ’s  View 
Milton  G.  MutchvM.D. 

Coffee,  Conversation,  Consultation 
Premature  Labor—  The  Pediatrician/ 
Neonatologist 's  Viewpoint 
David  P.  Munson,  M.D. 

Fetal  Assessment  in  Utero 
Michael  Brown,  M.D. 

11:45-1:15  Abbott  Laboratories  Hosted 

Buffet  Luncheon  for  Registrants 
Panel  Discussion  by  Friday  Faculty 

Afternoon  Session 
Charles  Swanson,  M.D.,  Moderator 


9:30-10:10 

The  Osteoporosis  Dilemma 
Michael  Schiff,  M.D. 

1:20-2:00 

Modern  Prenatal  Care 
Michael  Brown,  M.D. 

10:15-10:40 

Coffee,  Conversation,  Consultation 

2:05-2:45 

Infant  Nutrition 

10:45-11:15 

AAFP  Update 

David  P.  Munson,  M.D. 

Ernie  J.  Chaney,  M.D. 
President,  AAFP 

2:50-3:30 

Colposcopy 

Milton  G.  Mutch,  M.D. 

11:20-12:00 

Septic  Arthritis 

3:30-3:45 

Coffee,  Conversation,  Consultation 

Theodore  C.  Eickhoff,  M.D. 

3:45 

Annual  Business  Meeting, 

12:00-12:20 

Panel  Question  and  Answer  Session 

South  Dakota  Chapter,  AAFP 

12:30-1:45 

Lederle  Laboratories  Hosted  Luncheon  for 
Registrants  and  Spouses 

7:00 

Group  Dinner 

Mr.  Robert  Saydah,  General  Manager,  Lederle 
Laboratories,  Speaker 

Afternoon  Session 
Herb  Saloum,  M.D.,  Moderator 


SATURDAY,  AUGUST  14,  1982 

(Sponsored  by  Abbott  Laboratories) 

Morning  Session 

Michael  Brown,  M.D.,  Moderator 


2:00-2:40 

Modern  Therapy  of  Rheumatoid  Arthritis 
Morris  Ziff,  M.D. 

7:30-8:30 

Registration 
Topic:  ANXIETY 

2:45-3:25 

Modern  Therapy  of  Osteoarthritis 
Michael  Schiff,  M.D. 

Six  Film  Synopses  with  Discussion 
Guest  Moderator:  Julius  Michaelson,  M.D. 

3:30-3:55 

Coffee,  Conversation,  Consultation 

Co-Moderator:  William  C.  Fuller,  M.D. 

4:00-4:40 

Antibiotic  Update— 1982 
Theodore  C.  Eickhoff,  M.D. 

8:30-9:00 

Anxiety:  The  Therapeutic  Dilemma 
Discussion 

4:45-5:15 

Panel  Question  and  Answer  Session 

9:00-9:30 

Differential  Diagnosis  of  Anxiety 

5:30 

Legislative  Committee  Meeting,  South  Dakota 

Discussion 

Chapter,  AAFP 

Education  Committee  Meeting, 

9:30-10:00 

The  Benzodiazepine  Receptor 
Discussion 

South  Dakota  Chapter,  AAFP 

10:00-10:25 

Coffee,  Conversation,  Consultation 

FRIDAY,  AUGUST  13,  1982 

Morning  Session 

Lawrence  Finney,  M.D.,  Moderator 

8:00-9:00  Registration 


10:30-11:00  Management  of  Anxiety 

Discussion 

1 1 :00-l  1 :30  Recognizing  the  Dependence-prone  Patient 
Discussion 

11:30-12:00  Prevention  and  Management  of  Dependence 
Discussion 


MAKE  PLANS  TO  ATTEND  NOW,  WRITE:  BLACK  HILLS  SUMMER  SEMINAR 
c/o  South  Dakota  Medical  Association,  608  West  Avenue,  North,  Sioux  Falls,  SD  57104 
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Chapter  News 


H^tfor  the  '80s 


SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


Health  Care  For  The  Aging  . . . 

Everybody’s  Business. 

Aging  is  something  that  happens  to  everyone.  By 
the  year  2026,  those  who  now  are  20  will  be  65. 
Well  before  that,  by  2010— just  thirty  years  away— 
the  vanguard  of  the  postwar  “baby  boom”  will  be 
65. 

The  best  bulwark  against  unhappiness  in  old  age 
is  good  health.  The  time  to  achieve  it.  for  all  of  us, 
is  now. 

The  best  health  care  for  aging  Americans  might 
be  said  to  be  retroactive.  That  is,  it  is  the  continuum 
of  good  health  care  throughout  life  that  is  provided 
by  an  ongoing  effective  relationship  with  a com- 
petent family  or  personal  physician. 

The  family  doctor's  philosophy  of  continuing, 
comprehensive  care  is  based  in  part  on  the  belief 
that  health  in  later  years  is  affected  by  lifestyle  and 
health  care  patterns  throughout  life.  The  primary 
diagnosis  and  most  frequent  cause  of  death  among 
older  Americans  are  the  chronic  and  degenerative 
diseases.  The  family  physician  helps  to  mimimize 
the  future  effects  of  these  ailments  by  alertness  to 
their  onset  and  by  providing  appropriate  treatment. 

The  family  physician  today  is  trained  not  only  to 
employ  the  most  modern  therapeutic  techniques  but 
to  refer  to  appropriate  medical  and  other  specialists 
when  necessary,  to  coordinate  community  health 
resources  in  behalf  of  patients,  and  integrate  health 
care  programs  at  the  lowest  possible  cost. 

The  office-based  family  physician  applies  the 
Principle  of  Minimal  Interference  to  drug  therapy, 
surgical  intervention,  diagnostic  tests  and  institu- 
tionalization. He  is  committed  to  health  mainte- 
nance and  disease  prevention. 

Here  are  seven  thumbnail  reasons  why  the  family 
doctor  is  uniquely  suited  to  provide  good  health 
care  to  aging  Americans: 

• The  family  physician  has  treated  the  patient  in 
the  past  and  is  familiar  with  the  totality,  the  per- 
sonhood  of  the  patient. 

• The  family  physician  knows  other  members  of 
the  patient's  family  and  their  impact  on  the  pa- 
tient’s health  and  well-being. 

• The  family  physician  represents  familiarity  and 


an  unbroken  continuum  of  health  care  to  the  pa- 
tient. 

• The  family  physician  is  oriented  to  ambulatory 
(office-based)  health  care  which  offers  cost-effec- 
tiveness and  convenience  for  the  patient. 

• The  family  physician  is  oriented  to  prevention  of 
disease  and  health  maintenance. 

• The  family  physician  is  a trained,  capable  coor- 
dinator of  health  services  and  support  systems, 
and  is  accepted  by  professional  peers  and  family 
members. 

• The  family  physician  is  a skilled  professional,  is 
required  to  keep  up  with  medical  advances 
through  continuing  medical  education,  and  must 
be  recertified  by  examination  every  six  years. 


AAFP  MEMBERSHIP  DATA 


I  Mean  Ages  of  Constituent  Chapter  Membership- 
Region  V 


Entire  Membership 


Chapter 

North  Dakota 
South  Dakota 
Minnesota 
Iowa 
Nebraska 


Mean  Age 

37.7 

40.8 

44.1 

44.2 

44.8 


Full  Dues  Paying  Members 

Chapter  Mean  Age 

Minnesota  44.8 

Nebraska  46.0 

South  Dakota  46.2 

Iowa  46.9 

North  Dakota  47.3 


II  Mean  Ages  by  AAFP  Regions 

Full  Dues  Paying  Members 

Region  Rank  Mean  Age 

VI  1 45.3 

V 2 46.2 


III  AAFP  Age  Distribution 

Active  Membership  (10  year  increments) 
Representative  of  Region  V 
Under  Over 

35  35-44  45-44  55-64  65  Total 

South  Dakota 

number  44  28  29  40  1 1 152 

percent  28.9  18.4  19.1  26.3  7.2  0.5 
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Letters  To  The  Editor 

D 


The  Leukemia  Society  of  America,  a national  vol- 
untary health  agency,  is  now  accepting  applications 
for  1983  grants  to  support  research  in  the  fields  of 
leukemia  and  related  disorders. 

According  to  Dr.  Kenneth  B.  McCredie,  vice 
president  for  Medical  and  Scientific  Affairs,  the 
grants  are  intended  to  encourage  studies  at  both  the 
basic  science  and  clinical  levels. 

As  an  important  source  of  funding  for  individuals 
whose  work  is  concentrated  on  uncovering  cures  for 
leukemia,  the  lymphomas,  Hodgkin’s  disease,  and 
multiple  myeloma,  the  Society  offers  three  awards. 

Five-year  scholarships  for  a total  of  $ 1 25,000  are 
available  for  researchers  who  have  demonstrated 
their  ability  to  conduct  original  investigations  in  the 
specified  fields.  Two-year  special  fellowships  and 
fellowships,  for  $37,000  and  $30,000  respectively, 
are  offered  for  those  in  the  intermediate  and  entry 


stages  of  career  development.  In  all  categories,  can- 
didates must  hold  a doctoral  degree  but  may  not 
have  attained  the  tenured  status  of  associate  pro- 
fessor. 

Deadline  for  filing  applications  is  September  1, 
1982.  Only  one  application  in  each  grant  category 
from  an  individual  sponsor  will  be  considered.  Proj- 
ect proposals  will  be  evaluated  on  a competitive 
basis  by  the  Society's  Medical  and  Scientific  Ad- 
visory Committee.  The  reviews  will  take  place  next 
January  with  funding  to  start  July  1,  1983. 

For  application  forms  and  further  information, 
write  to  Research  Grant  Program,  Leukemia  Society 
of  America,  800  Second  Avenue,  New  York,  N.Y. 
10017. 

Tom  Gibson 
Leukemia  Society 
of  America,  Inc. 


CARE  FOR  YOUR  COUNTRY. 

As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  investment* 
of  your  time.  You  will  broaden  your  professional  expe- 
rience  by  working  on  interesting  medical  projects  in  your 
community.  Army  Reserve  service  is  flexible,  so  it  won’t 
interfere  with  your  practice.  You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve  meetings.  You’ll  also 
attend  funded  continuing  medical  education  programs.  You 
will  all  share  the  bond  of  being  civic-minded  physicians  who 
are  also  commissioned  officers.  One  important  benefit  of  being  an  officer  is 
the  non-contributory  retirement  annuity  you  will  get  when  you  retire  from  the 
Army  Reserve.  To  find  out  more,  simply  call  the  number  below. 

ARMY  RESERVE.  BE  ALL  YOU  CAN  BE. 


Please  phone  CPT  John  M.  Bray,  MSC  (collect)  at  1-612-854-7702/7328 
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Medicine 


Neonatal  Malaria  In  An  American  Born 
Infant  Of  An  Asian  Immigrant 


Verdayne  R.  Brandenburg,  M.D.* 
Jean  F.  Kenny,  M.D.** 


ABSTRACT 

A 27  day  old  American  born  infant,  son  of  a Cam- 
bodian immigrant,  was  hospitalized  because  of  fever, 
irritability,  lethargy,  poor  feeding  and  vomiting.  A 
thin  blood  smear  showed  parasites  of  P.  vivax.  The 
infant  responded  promptly  to  chloroquin.  His  mother 

With  the  recent  arrival  of  numerous  Asian  refugees 
into  this  country,  the  United  States  Public  Health 
Service  has  made  efforts  to  educate  American  phy- 
sicians about  the  special  health  problems  of  these 
people.12  A variety  of  infectious  and  parasitic  dis- 
eases are  common  among  them;  malaria  is  one  of 
the  most  frequent.  The  present  report  is  that  of  a 
three  and  one  half  week  old  American  born  infant 
of  a Cambodian  immigrant  who  presented  with  a 
nonspecific  febrile  illness  that  was  diagnosed  as  ma- 
laria. This  case  is  compared  to  other  cases  of  con- 
genital malaria  reported  in  the  United  States  in  the 
last  30  years.3-12  Although  considered  a rare  disease 
worldwide,  recently  congenital  malaria  has  been  ob- 


* Department  of  Family  Practice,  Central  Plains  Clinic,  Sioux 
Falls,  S.D.  Formerly  from  the  Family  Practice  Center,  Sioux 
Falls,  S.D. 

**Department  of  Pediatrics.  East  Carolina  University  School  of 
Medicine,  Greenville,  NC  27834.  Formerly  from  the  Depart- 
ment of  Pediatrics  and  Adolescent  Medicine,  University  of 
South  Dakota  School  of  Medicine,  Sioux  Falls,  S.D. 


had  no  history  of  malaria  or  febrile  illness  during 
her  pregnancy.  Theories  of  the  pathogenesis  of  con- 
genital malaria  are  discussed  and  12  cases  reported 
in  this  country  in  the  last  30  years  reviewed.  Con- 
genital malaria  should  be  considered  as  the  possible 
cause  of  sepsis  syndrome  in  newborns  of  Asian  im- 
migrants. 

served  more  frequently  in  this  country  and  should 
be  considered  in  the  differential  diagnoses  of  febrile 
illnesses  in  newly  born  infants  of  Asian  immigrants. 

Case  Report 

The  patient  was  a 27  day  old  male  infant,  the  son 
of  a recently  immigrated  Cambodian  woman  who 
was  admitted  in  July,  1980  because  of  fever  and 
poor  feeding  of  one  day’s  duration. 

The  large  family  of  which  the  baby  was  a member 
had  been  brought  to  the  United  States  under  church 
sponsorship  late  in  1979  at  a time  when  the  mother, 
age  26,  was  in  her  first  trimester  of  pregnancy.  The 
mother  denied  any  treatment  for  malaria  in  the  past 
or  febrile  illness  during  her  pregnancy.  The  preg- 
nancy was  considered  normal  and  the  delivery  un- 
complicated. The  baby  weighed  6 lbs.  4 oz.  and  was 
in  excellent  condition  at  birth;  he  was  breast  fed 
without  difficulty.  On  the  fourth  day  of  life  a total 
serum  bilirubin  was  10.4  mg/dl.  The  hyperbiliru- 
binemia resolved  uneventfully  and  the  baby  did  well 
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Table  I 

Congenital  Malaria  in  the  United  States— Case  Reports  1956-1981 

Case 

1 

2 

3 

4 

5 

6 

Year  Reported 

1956  (3) 

1967  (4) 

1969  (5) 

1972  (6) 

1974  (7) 

1974  (8) 

MOTHER 

Ethnic  background/travel 

United  States 
(drug  addict) 

Philippines 

China 

Puerto  Rico 
South  America 
Africa 

New  Guinea 

China 

Time  in  the  United  States 
before  delivery 

lifetime 

3 years 

5 years 

none 

6 months 

12  years 

History  of  Malaria  in  past 

unknown 

no 

yes 

unknown 

unknown 

no 

Probable  Malaria  during 
pregnancy  or  peripartum 

yes 

yes 

no 

yes 

yes 

no 

Parasites  on  smear 

yes 

yes 

yes 

unknown, 

yes 

no 

Specific  maternal  antibody 
(indirect  fluorescent) 

unknown 

1/160 

1/1024 

unknown 

1/1024 

1/4096 

BABY 
Age  Onset 

15  months 

2 months 

9 weeks 

3 weeks 

2 weeks 

2 months 

Sex 

Female 

Female 

Male 

Male 

Male 

Female 

Symptoms 

Daily  to 

intermittant 

fever 

Intermittant 

fever, 

anorexia, 

irritability 

Intermittant 

fever, 

irritability 

unknown 

Intermittant 

fever, 

irritability 

Intermittant 

fever 

Signs 

Splenomegaly 
nephrotic  syn- 
drome 

Pallor 

Pallor,  hepato- 
splenomegaly 

unknown 

Pallor,  hepato- 

splenomegaly, 

jaundice 

Hepatosplen- 

omegaly 

Hgb  <8  gm/dl  or  Hct  <30% 

yes 

yes 

yes 

unknown 

yes 

no 

Wbc  5-1  lxl03/3mm 

yes 

yes 

yes 

unknown 

yes 

yes 

Total  Bilirubin  5=1  mg/dl 

no 

yes 

unknown 

unknown 

yes 

no 

Parasite 

P.  malariae 

P.  malariae 

P.  malariae 

P.  vivax 

P.  vivax 

P.  malariae 

Other 

until  the  onset  of  fever,  irritability,  lethargy,  poor 
feeding  and  vomiting  at  26  days  of  age.  Of  note  in 
the  family  history  is  that  five  years  before  the  mother 
had  lost  her  only  other  child  at  age  one  year,  of  a 
febrile  illness  of  unknown  cause.  Members  of  the 
family  were  being  treated  for  a variety  of  parasites 
and  tuberculosis.  The  paternal  grandfather  had  re- 
ceived treatment  in  this  country  for  P.vivax  malaria 
soon  after  arrival. 

On  physical  examination  the  baby’s  temperature 
was  102.8°  F,  respirations  60/min,  pulse  148/min, 
blood  pressure  90/60  mm  Hg,  and  weight  8 lbs.  6 
ozs.  He  was  fretful  and  had  a whiny  cry.  The  skin 
had  a yellow  cast  but  pallor  was  not  appreciated.  A 
grade  two  basilar  systolic  murmur  was  heard.  The 
liver  was  palpable  two  centimeters  below  the  right 


costal  margin.  The  examination  was  otherwise  not 
remarkable.  A hemoglobin  was  1 1.6  grams/dl,  with 
an  hematocrit  of  34%,  white  blood  count  of  5,200 
/mm3  with  21  segmented  neutrophils,  77  lympho- 
cytes, 1 monocyte  and  1 eosinophil.  On  thin  smear, 
red  cells  contained  malarial  parasites  identified  as 
P.  vivax  in  various  stages;  platelets  were  abundant. 

On  admission  the  urine  contained  3+  protein, 
2+  glucose,  occasional  red  and  white  cells  and  hya- 
line casts  but  no  hemoglobin  or  bilirubin.  The  total 
serum  bilirubin  was  5.2  mg/dl  (4.6  mg/dl  indirect 
reacting.)  Electrolytes  and  creatinine  were  normal. 
Subsequent  urinalyses  were  negative. 

The  infant  received  chloroquine  base,  10  mg/kg 
initially,  and  5 mg/kg  6,  24  and  48  hours  later.  Breast 
feeding  was  continued  and  hydration  remained  ad- 
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7 

8 

9 

10 

11 

12 

13 

1977  (9) 

1980  (10) 

1980  (11) 

1981  (12) 

1981  (12) 

1981  (12) 

1981 

Mexico 

Cambodia 

Philippines 

Nigeria 

Laos 

Thailand 

Vietnam 

Indonesia 

Cambodia 

Cambodia 

2 months 

2 months 

2 months 

6 months 

6 months 

2 months 

8 months 

unknown 

no 

unknown 

unknown 

unknown 

unknown 

no 

yes 

yes 

yes 

no 

yes 

yes 

no 

no 

no 

yes 

yes 

yes 

yes 

no 

1/1024 

unknown 

1/4096 

unknown 

unknown 

unknown 

1/64 

5'/2  weeks 

3'/2  weeks 

5 weeks 

3 weeks 

2‘/2  weeks 

2'/2  weeks 

3>/2  weeks 

Male 

Male 

Female 

Female 

Male 

Female 

Male 

Fever,  poor 
feeding 

Fever,  vomit- 
ing 

Alternate  day 
fever 

Fever 

Fever 

Fever 

Irritability 

Fever,  vomit- 
ing. irritabili- 
ty, poor  feed- 
ing 

Pallor,  hepa- 
tospleno- 
megaly, 
jaundice 

Hepatosplen- 

omegaly 

Hepatosplen- 

omegaly 

Jaundice,  hep- 

atospleno- 

megaly 

Hepato- 

splenomegaly 

Jaundice,  hep- 

atospleno- 

megaly 

Jaundice, 

hepasplenome- 

galy 

yes 

unknown 

yes 

yes 

unknown 

“anemia” 

no 

yes 

unknown 

yes 

yes 

unknown 

unknown 

yes 

yes 

unknown 

unknown 

yes 

unknown 

unknown 

yes 

P.  vivax 

P.  vivax 

P.  falciparum 

P.  vivax 

P.  vivax 

P.  vivax 

P.  vivax 

Thrombo- 

cytopenia 

Thrombo- 

cytopenia 

Thrombo- 

cytopenia 

Thrombo- 

cytopenia 

equate.  On  the  second  hospital  day  his  spleen  was 
noted  to  be  2-3  centimeters  below  the  left  costal 
margin.  His  hemoglobin  dropped  to  9.3  gm/dl,  but 
did  not  drop  further.  He  was  afebrile  and  his  blood 
smear  negative  for  parasites  by  the  third  hospital 
day.  One  week  later,  he  was  doing  well  at  home. 

No  parasites  were  found  on  examinations  of  thick 
blood  smears  of  the  mother  and  other  family  mem- 
bers. Maternal  serum  tested  at  the  Center  for  Disease 
Control,  Atlanta,  Ga.  had  a indirect  fluorescent  an- 
tibody titer  to  P.  vivax  of  1:64;  titers  for  other  an- 
timalarial  antibodies  in  the  mother  were  negative. 

Discussion 

Malaria  is  termed  “congential”  when  an  infant 
acquires  the  infection  from  his  mother,  either  in 


utero  or  in  the  peripartum  period.  Considered  a rare 
disorder,  from  1923  to  1978,  only  7 cases  of  con- 
genital malaria  were  reported  in  the  American  lit- 
erature.4-9 With  the  recent  resettlement  of  14,000 
Asian  refugees  per  month  in  the  United  States,  there 
has  been  a significant  increase  in  malaria  at  all  ages 
in  this  country  .13  In  1980  alone,  7 cases  of  congenital 
malaria  including  our  case  were  reported  to  the  Cen- 
ter for  Disease  Control.12  Clinical  information  on 
three  of  these  cases  has  been  recently  published  and 
is  included  in  our  review.12  (Table  I) 

Human  to  human  transmission  of  malaria  can 
occur  as  the  result  of  direct  transfusion  of  infected 
blood,  or  in  addicts,  by  the  use  of  contaminated 
needles  or  syringes.14-15  The  way  that  malaria  par- 
asites pass  from  mother  to  infant  is  unknown.16 
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Theories  include  direct  transfer  of  infected  red  cells 
or  free  parasites  via  amniotic  fluid  or  maternal  milk 
or  transmission  through  the  placenta.16  Direct  pen- 
etration of  the  placenta  through  normal  chorionic 
villi  may  occur  or,  more  likely,  passage  of  parasitized 
erthrocytes  from  maternal  to  fetal  circulation  results 
from  placental  damage  or  separation.  Infection  of 
the  infant  at  the  time  of  delivery  through  abraded 
skin  or  mucous  membranes  is  also  possible. 

In  areas  where  it  is  endemic,  malaria  is  responsible 
for  much  fetal  wastage,  including  abortion,  pre- 
maturity and  stillbirth.16  Pregnancy  may  be  respon- 
sible for  the  reactivation  of  latent  infection  in  the 
expectant  woman  with  the  development  of  symp- 
tomatic or  asymptomatic  parasitemia;  the  presence 
of  parasites  in  placental  tissue  of  women  living  in 
endemic  areas  is  common.  From  2 to  75%  of  pla- 
centas have  been  reported  infected.16  The  occurrence 
of  neonatal  malaria  among  the  live  born  in  these 
areas,,  however,  is  low.  In  one  review,  involving 
over  5000  pregnancies  primarily  in  Africa  and  Asia, 
the  overall  incidence  of  congenital  malaria  was  es- 
timated at  .3%. 16  These  data  suggest  that,  most  of 
the  time,  the  placenta  serves  as  a significant  barrier 
to  fetal  infection.  In  areas  with  recurrently  infected 
populations,  passively  transferred  maternal  im- 
munity may  also  play  a role  in  preventing  infection 
in  the  baby.16  Certain  studies  suggest  the  incidence 
of  malaria  in  the  offspring  of  infected  women  living 
outside  of  endemic  areas  to  be  from  2-10%,  sug- 
gesting that  lesser  degrees  of  maternal  immunity 
may  result  in  more  frequent  infection  of  the  infant.16 

Malarial  parasites  are  occasionally  identified  in 
cord  blood  and  the  onset  of  symptoms  in  the  neonate 
may  be  within  hours  of  birth.16  However,  in  12  out 
of  the  13  recent  cases  reviewed,  symptoms  began 
when  the  infant  was  between  2 weeks  and  2 months 
of  age.  The  reason  for  the  onset  of  clinical  symptoms 
at  these  times  is  not  clear.  It  is  possible  that  clinical 
disease  may  not  occur  until  significant  amounts  of 
passively  acquired  maternal  antibody  are  lost;  on 
the  other  hand,  if  the  infection  occurred  at  the  time 
of  delivery,  incubation  periods  of  weeks  to  months 
would  not  be  unlike  those  of  cases  of  transfusion 
acquired  malaria.8 

The  clinical  features  of  congenital  malaria  are  not 
specific.  Fever  may  be  persistant  or  intermittant  as 
in  5 out  of  1 2 cases  reviewed.  Anorexia,  poor  feeding, 
vomiting  and  irritability  were  common  as  was  hep- 
atosplenomegaly  but  all  are  nonspecific  signs  of  sep- 
tic illness  in  a newborn  and  do  not  suggest  the 
diagnosis.  Clinical  signs  of  anemia  and  hyperbili- 
rubinemia occurred  in  some  but  not  all  infants. 
White  blood  counts  were  nearly  always  in  the  normal 
range  and  showed  a predominance  of  lymphocytes. 
As  in  our  case,  a routine  thin  blood  smear  may 


provide  the  diagnosis  since  often  several  percent  of 
red  cells  are  parasitized.16  Thrombocytopenia  has 
been  noted  in  some  cases  although  it  was  not  present 
in  our  case.1012 

Eight  of  12  cases  reported  were  due  to  P.  vivax, 
one  of  the  most  commonly  acquired  Plasmodia.  P. 
vivax  and  the  less  common  P.  ovale  may  remain 
latent  in  the  liver  if  the  infected  individual  did  not 
receive  specific  therapy  for  exoerythrocytic  forms. 
Parasites  may  remain  latent  for  long  periods;  one 
mother  lived  in  this  country  asymptomatic  for  12 
years  before  giving  birth  to  a parasitized  infant,8  and 
reference  is  made  to  congenital  malaria  occurring 
as  long  as  25  years  after  disease  in  the  mother.17 

Treatment  of  the  infant  with  congenital  malaria 
with  P.  vivax  requires  only  4 doses  of  chloroquine 
given  over  a two  day  period;  treatment  is  required 
only  for  erythrocytic  forms  of  the  parasite.  The  tissue 
forms  of  P.  vivax  which  may  be  eradicated  by  pri- 
maquine in  mosquito  transmitted  malaria,  are  not 
found  in  congenital  or  transfusion  acquired  ma- 
laria.1012 

Although  malaria  in  childhood,  particularly  be- 
tween the  ages  of  6 months  and  3 years  can  be  severe, 
malaria  in  the  newborn  infant,  perhaps  because  of 
some  passively  transferred  maternal  immunity,  is 
typically  mild.  Most  patients  as  our  case,  recover 
rapidly  once  therapy  is  started. 

Diagnosis  in  some  cases  of  congenital  malaria  has 
been  delayed  and  unnecessary  antibiotics  given.  Fe- 
brile newborns  of  immigrants,  or  travelers  to  en- 
demic areas,  should  have  appropriate  diagnostic 
studies  for  malaria  done  early  in  the  course  of  their 
illness. 
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• Four  deluxe,  pillow-style  swivel  seats  with  fold-down  armrests  (recliners  optional),  a couch 
that  opens  into  a bed,  and  a removable  pedestal  table  . . . with  beverage  holders. 


To  Buy  or  Lease:  See  Al  Borgen 

Frank  Stinson  Chevrolet 

SIOUX  FALLS  605-336-1700  SOUTH  DAKOTA 


22 


SOUTH  DAKOTA 


0 (A 


President’s  Page 


First  of  all,  thank  you  for  according  me  the  privilege  and  honor  of  serving  as  your  president. 

1 recently  attended  a meeting  in  Chicago  on  behalf  of  your  Association  and  had  the  opportunity  to  hear 
several  politicians  speak  about  medical  care.  The  essence  of  their  concerns  refer  to  the  high  and  rapidly 
rising  cost  of  medical  care.  Incidently.  not  one  politician  mentioned  quality. 

One  politician  suggested  that  it  was  incumbent  upon  the  medical  profession  to  get  the  federal  government 
out  of  the  responsibility  for  paying  for  Medicare  and  Medicaid  because,  frankly,  the  federal  government  can 
no  longer  afford  it.  The  Senator  conveniently  forgot  that,  long  before  they  were  enacted,  the  medical  profession 
told  the  federal  government  frequently  and  forcefully  that  these  programs  were  not  in  the  public  interest. 

The  message  remains  clear.  The  federal  government  wishes  to  reduce  costs  and  they  want  somebody  else 
to  take  the  blame. 


Let’s  watch  those  guys. 


Durward  M.  Lang,  M.D.,  President 
South  Dakota  State  Medical  Association 
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Council  Meeting  Highlights 

D 

The  Council  of  the  South  Dakota  State  Medical 
Association  met  on  Friday,  April  16,  1982,  at  the 
Town  House  Motel,  Sioux  Falls,  South  Dakota.  Fol- 
lowing are  items  of  business  transacted  at  this  meet- 
ing. 

1.  NEW  COUNCILOR  FROM  YANKTON  DIS- 
TRICT. The  Council  seated  Dr.  Richard  Porter 
as  Councilor  to  replace  Dr.  Gordon  Held  who 
resigned. 

2.  HEALTH  CARE  COALITION.  The  Health 
Systems  Agency  has  formed  a committee  to  es- 
tablish a health  care  coalition  to  promote  well- 
ness, such  coalition  would  increase  their  funding. 
The  Council  took  action  to  oppose  the  imple- 
mentation of  this  program  inasmuch  as  there  are 
numerous  wellness  programs  presently  operating 
in  South  Dakota  and  the  cost  effectiveness  of  this 
program  is  questionable. 

3.  HONORARY  MEMBERSHIP.  The  following 
physicians  were  voted  honorary  membership  in 
the  State  Medical  Association:  R.  B.  Leander, 
M.D.,  Sioux  Falls;  Warren  Opheim,  M.D.,  Sioux 
Falls;  F.  J.  Gilbert,  M.D.,  Fort  Meade;  Robert 
Henry,  M.D.,  Brookings;  Saul  Friefeld,  M.D., 
Minneapolis;  and  Paul  Koren,  M.D.,  Keystone. 

4.  INDIAN  HEALTH  SERVICE.  The  Council 
adopted  the  following  resolution  presented  by 
the  Black  Hills  District  Medical  Society: 

Indian  Health  Service  hospitals  are  an  essential 
part  of  the  health  care  delivery  system  in  South 
Dakota.  We  support  the  efforts  of  these  facilities 
to  provide  adequate  medical  care  to  the  Indian 
people  of  this  state. 

In  order  to  provide  adequate  care  the  Indian 
Health  Service  hospitals  must  at  times  utilize  the 
private  medical  facilities  for  specialized  services. 
The  funding  for  these  services  is  accomplished 
by  means  of  the  contract  health  care  system. 

The  present  level  of  funding  for  contract  health 
care  is  insufficient  to  provide  adequate  medical 
care  to  the  increasing  number  of  Indian  people 
who  have  been  forced  by  the  present  economic 
conditions  and  government  cutbacks  to  fall  back 
on  this  alternate  method  of  providing  for  serious 
illness.  We  hereby  strongly  recommend: 

1 . That  each  Indian  Health  Service  hospital 
be  allowed  to  utilize  the  entire  Medicare- 
Medicaid  funds  generated  at  that  facility 
for  South  Dakota  Indian  patient  care. 

2.  That  contract  care  funds  be  raised  to  match 
the  cost  of  the  increasing  medical  care  for 
increasing  numbers  of  patients  dependent 
on  the  Indian  Health  Service  for  funding 
serious  illness. 


FAMILY  PRACTICE  PHYSICIAN 
OR 

PRIMARY  CARE  ORIENTED  INTERNIST 

To  join  two  family  practice  physicians  and  a 
Board  certified  surgeon  in  a group  practice. 
Located  in  a community  of  2,500  in  Southwest 
Minnesota.  This  medical  clinic  is  supported 
by  a modern  30  bed  acute  care  hospital  and 
138  bed  skilled  long  term  care  facility.  Guar- 
anteed first  year  income,  will  pay  travel  ex- 
penses for  interview.  Interested  physicians 
send  curriculum  vitae  to: 

William  Wilson,  Administrator 
Springfield  Community  Hospital 
P.O.  Box  146 

Springfield,  Minnesota  56087 
or  call  collect  (507)  723-4215  for  more  information. 
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S.W.  MISSOURI— Modern  and  progressive 
50  bed  hospital.  Good  coverage  and 
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The  Physician’s  Sleep  Glossary 

Some  common  sleep  laboratory  terms 

poly»som»no«graph.  An  instrument  which 
simultaneously  records  by  electrodes  physiologi- 
cal variables  during  sleep — for  example,  brain 
activity  (EEG),  eye  movements  (EOG),  muscle 
tonus  (EMG)  and  other  electrophysiological  varia- 
bles. These  readings  indicate  precisely  when 
patients  fall  asleep,  how  many  wake  periods  they 
experience,  the  quality  of  sleep  and  the  duration 
of  sleep. 

sleep  la«ten»cy.  The  period  of  time  measured 
from  “lights  out,”  or  bedtime,  to  the  commence- 
ment or  onset  of  sleep. 

wake  time  af«ter  sleep  on«set.  Intervals  of 
time  spent  awake  between  onset  of  sleep  and  the 
end  of  the  sleep  period.  The  polysomnograph  reg- 
isters the  length  and  frequency  of  the  intervals. 

total  sleep  time.  The  amount  of  time  actually 
spent  in  sleeping.  This  is  estimated  by  subtract- 
ing wake  times  from  the  period  encompassed  by 
the  onset  and  the  termination  of  sleep. 1 

REM/NREM.  1.  REM,  or  rapid  eye  movement, 
sleep  is  “active” — characterized  by  increased 
metabolic  rates,  elevated  temperature  and 
arousal-type  EEG  patterns.  2.  NREM,  or  non- 
rapid eye  movement,  sleep  represents  “quiet” 
sleep  stages.  There  are  four  distinct  stages  of 
NREM  sleep.2 

re»bound  in»som*nia.  A statistically  significant 
worsening  of  sleep  compared  to  baseline  on  the 
nights  immediately  following  discontinuation  of 
sleep  medication. 3 
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Dalmane 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 


Efficacy  objectively  dem- 
onstrated in  the  sleep  lab- 
oratory— the  most  valid 
environment  for  measur- 
ing hypnotic  efficacy. 

In  numerous  sleep  laboratory 
investigations  patients  fell  asleep 
sooner,  slept  longer  and  woke  up 
less  during  the  night312  with 

Dalmane® 

flurazepam  HCI/Roche 

Compared  with  temazepam  and 
other  hypnotics,  onset  of  sleep  is 
more  rapid4  with 

Dalmane® 

Fewer  middle-of-the-night  awak- 
enings4 with 

Dalmane® 

More  total  sleep  time  on  nights 
12  to  14  of  therapy4  and  contin- 
ued efficacy  for  up  to  28  nights5 
with 

Dalmane® 


Rebound  insomnia  is  avoided 
upon  discontinuation  34-7  of 

Dalmane® 

Low  incidence  of  morning  “hang- 
over”14 with 

Dalmane® 

The  efficacy  of  Dalmane  has 
been  studied  in  over  200  clinical 
trials  with  more  than  10,000 
patients.315 During  long-term 
therapy,  which  is  rarely  required, 
periodic  blood,  kidney  and  liver 
function  tests  should  be  per- 
formed. Contraindicated  in 
patients  who  are  pregnant  or 
hypersensitive  to  flurazepam. 

Please  see  summary  of  product  informa- 
tion on  following  page. 


Dalmane8-  (E 

(flurazepam  HCl/Roche) 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early  morning  awak- 
ening; in  patients  with  recurring  insomnia  or  poor 
sleeping  habits;  in  acute  or  chronic  medical  situa- 
tions requiring  restful  sleep  Objective  sleep  labora- 
tory data  have  shown  effectiveness  for  at  least  28 
consecutive  nights  of  administration.  Since  insom- 
nia is  often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary  or  recom 
mended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flur- 
azepam HCI;  pregnancy.  Benzodiazepines  may 
cause  fetal  damage  when  administered  during  preg- 
nancy. Several  studies  suggest  an  increased  risk  of 
congenital  malformations  associated  with  benzodi 
azepine  use  during  the  first  trimester.  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possi- 
bility of  becoming  pregnant  exist  while  receiving 
flurazepam.  Instruct  patient  to  discontinue  drug 
prior  to  becoming  pregnant.  Consider  the  possibil- 
ity of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants. An  additive  effect  may  occur  if  alcohol  is 
consumed  the  day  following  use  for  nighttime  seda- 
tion. This  potential  may  exist  for  several  days  fol- 
lowing discontinuation.  Caution  against  hazardous 
occupations  requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Potential 
impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recom- 
mended for  use  in  persons  under  15  years  of  age. 
Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with 
gradual  tapering  of  dosage  for  those  patients  on 
medication  for  a prolonged  period  of  time.  Use 
caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated  patients,  it 
is  recommended  that  the  dosage  be  limited  to  15  mg 
to  reduce  risk  of  oversedation,  dizziness,  confu- 
sion and/or  ataxia.  Consider  potential  additive 
effects  with  other  hypnotics  or  CNS  depressants. 
Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suici- 
dal tendencies,  or  in  those  with  impaired  renal  or 
hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated 
patients.  Severe  sedation,  lethargy,  disorientation 
and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported.  Also  reported: 
headache,  heartburn,  upset  stomach,  nausea,  vom- 
iting, diarrhea,  constipation,  G!  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weakness, 
palpitations,  chest  pains,  body  and  joint  pains  and 
GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burn- 
ing eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria,  depres- 
sion, slurred  speech,  confusion,  restlessness,  hallu- 
cinations, and  elevated  SGOT,  SGPT,  total  and  direct 
bilirubins,  and  alkaline  phosphatase;  and  paradoxi- 
cal reactions,  e.g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg  may  suf- 
fice in  some  patients.  Elderly  or  debilitated 
patients:  15  mg  recommended  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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This  Is  Your  Medical  Association 


John  Knecht,  M.D.  has  joined  the  Milbank  Medical 
Clinic.  Dr.  Knecht.  his  wife  and  daughter  moved 
to  Milbank  from  Martin  where  he  had  practiced  for 
several  years. 

* * * 

The  Yankton  Medical  Clinic  of  Yankton  announces 
the  association  of  Dale  E.  Gunderson,  M.D.  in  the 
Department  of  Otolaryngology.  Dr.  Gunderson,  a 
native  of  South  Dakota,  received  his  B.A.  from  Au- 
gustana  College  in  1966,  his  M.A.  from  the  Uni- 
versity of  South  Dakota  in  1971  and  his  B.S.  from 
USD  in  1974.  He  received  his  M.D.  degree  from 
the  University  of  Texas  Southwestern  Medical 
School  in  1976.  He  served  a one-year  residency  at 
Hennepin  County  Medical  Center  in  Minneapolis 
and  completed  his  ENT  residency  at  the  University 
of  Texas  Southwestern  Medical  School  in  Dallas. 

* * * 

Dr.  Verdayne  Brandenburg,  Sioux  Falls.  Dr.  Tony 
Berg  of  Winner  and  Dr.  Clark  Likness  of  Water- 
town,  after  passing  the  certification  examination, 
have  been  named  diplomates  of  the  American  Board 
of  Family  Practice.  Dr.  Charles  L.  Pelton,  Aberdeen, 
and  Dr.  James  D.  Collins  of  Mobridge  have  been 
recertified  as  diplomates  of  the  American  Board  of 
Family  Practice,  as  a result  of  passing  a recertifi- 
cation examination. 

* * * 

Gary  R.  Melvin,  M.D.  has  joined  the  primary  care 
group  practice  with  Southern  Hills  General  Hospital, 
Hot  Springs.  Dr.  Melvin  is  a native  of  South  Dakota, 
born  and  raised  in  Rapid  City.  He  attended  South 
Dakota  School  of  Mines  and  Technology  from  1968- 
69.  In  1 969-72.  during  the  Vietnam  War,  Dr.  Melvin 
was  with  the  U.S.  Navy  as  a hospital  corpsman. 
After  attending  the  University  of  North  Dakota. 
1973,  and  the  University  of  South  Dakota,  1974, 
he  entered  the  University  of  South  Dakota  School 
of  Medicine  and  received  his  M.D.  degree  in  1978. 
Dr.  Melvin  and  his  wife  moved  to  Hot  Springs  from 
Cherokee,  Iowa.  They  have  four  boys. 

* * * 

Dr.  Charles  P.  O'Brien,  Sioux  Falls,  has  been  elected 
to  Fellowship  in  the  American  College  of  Cardiology. 


Timothy  Judge,  M.D.  recently  joined  the  staff  of 
Dakota  Medical  Specialists  Clinic  and  St.  Joseph 
Hospital  in  Mitchell.  He  moved  to  Mitchell  from 
Omaha,  Neb.,  where  he  completed  a three  year  res- 
idency in  internal  medicine.  He  received  his  B.A. 
degree  from  the  University  of  Missouri  in  1974  and 
his  M.D.  degree  from  the  University  of  Missouri 
School  of  Medicine  in  1978.  Dr.  Judge  and  his  wife 
have  three  sons. 

* * * 

A C.B.  McVay  Lectureship  Endowment  Fund  has 

been  established  by  the  Sacred  Heart  Hospital’s 
Medical  Staff  and  the  first  annual  lectureship  was 
held  in  December.  Michael  McVay,  M.D.,  Dale 
Gunderson,  M.D.,  Richard  Brinkman,  M.D.  and 
John  Sternquist,  M.D.,  all  of  Yankton,  were  the 
speakers  at  this  year’s  lectureship. 

* * * 

Dr.  John  A.  Stopple,  a board-certified  obstetrician 
and  gynecologist,  will  open  private  practice  in  the 
Medical  Office  Building  in  Aberdeen.  A native  of 
St.  Louis,  MO,  he  received  his  M.D.  degree  at  the 
University  of  Wisconsin  in  1 969.  He  interned  at  La 
Crosse  Lutheran  Hospital.  Wisconsin  and  did  a res- 
idency at  the  University  of  Kansas  Medical  Center, 
in  Kansas  City.  Prior  to  coming  to  Aberdeen,  Dr. 
Stopple  was  an  assistant  professor  at  the  University 
of  North  Dakota  in  the  department  of  Ob-Gyn. 

* * * 

The  American  Pathology  Foundation  announces  the 
election  of  Karl  H.  Wegner,  M.D.,  Sioux  Falls,  as 
a member  of  their  governing  Board  of  Trustees. 

YOUR  CONTRIBUTION 
IS  NEEDED  TO  THE 
SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT  FUND 
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Future  Meetings 


July 


September 


Annual  AASP  Meeting  and  Seminar,  Philadelphia,  PA,  July 
9-10.  Fee:  $150  members,  $175  non  member.  Contact:  Am. 
Assoc,  of  Senior  Physicians.  536  N.  State  St.,  Chicago,  IL 
60610.  Phone:  (312)  644-3092. 


Arrhythmais  & Cardiac  Ischemia:  Diagnosis  & Management, 

Vail,  CO,  July  16-18.  Fee:  $245.  13  hrs.  AAFP  & AMA  Cat- 
egory I credits.  Contact:  IMEC,  64  Inverness  Dr.,  E.,  Englewood, 
CO  80112.  Phone:  800-525-8651. 

Trauma  Center  Conference,  Hyatt  Regency  Hotel,  Cambridge, 
MA,  July  19-21.  16  hrs.  AMA  Category  I credit.  Fee:  $350. 
Contact:  Conference  Registrar,  Am.  Society  of  Law  & Medicine, 
765  Commonwealth  Ave.,  16th  Floor,  Boston,  MA  02215. 
Phone:  (617)  262-4990. 

Summer  CME  Cruise/Conferences  On  Legal  — Medical  Issues, 
Caribbean  Conference,  TSS  Fairwind  departing  Ft.  Lauderdale, 
July  28-Aug.  7.  24  hrs.  AMA  Category  I credits.  Contact:  In- 
ternational Conferences,  Suite  C,  189  Lodge  Ave.,  Huntington 
Station,  NY  11746.  Phone:  (516)  549-0869. 


Clinical  Management  of  Coronary  Disease  and  Dual-Mode  Ex- 
ercise Testing,  Lk.  of  the  Ozarks,  MO,  July  30-Aug.  1.  Fee: 
$245.  1 3 hrs.  AAFP  & AMA  Category  I credits.  Contact:  IMEC, 
64  Inverness  Dr.,  E.,  Englewood,  CO  80112.  Phone:  800-525- 
8651. 


ECG  Interpretation  & Arrhythmia  Management,  Lake  Geneva, 
WI,  July  30-Aug.  1.  Fee:  $245.  13  hrs.  AAFP  & AM  A Category 
I credits.  Contact:  IMEC,  64  Inverness  Dr.,  E.,  Englewood, 
CO  80112.  Phone:  800-525-8651. 


August 


ECG  Interpretation  & Arrhythmia  Management,  Lake  Tahoe, 
NV,  Aug.  6-8.  Fee:  $245.  13  hrs.  AAFP  & AMA  Category  I 
credits.  Contact:  IMEC,  64  Inverness  Dr.,  E.,  Englewood,  CO 
80112.  Phone:  800-525-8651. 


Medical  Law  for  Physicians,  Seminar-at-Sea,  Bermuda  Cruise, 
Aug.  14-21.  30  hrs.  AAFP  & AM  A Category  I credits.  Contact 
before  June  15:  C.  E.  Osborne,  Ed.  D.,  Ass’t.  Dean,  CME,  SIU 
School  of  Med.,  Box  3926,  Springfield,  IL  62708.  Phone:  (217) 
782-7711. 


Summer  CME  Cruise/Conferences  On  Legal-Medical  Issues, 
Mediterranean  Conference,  MTS  Danae,  departing  Venice,  It- 
aly, Aug.  21 -Sept.  4.  24  hrs.  AMA  Category  I credits.  Contact: 
International  Conferences,  Suite  C',  1 89  Lodge  Ave.,  Huntington 
Station,  NY  11746.  Phone:  (516)  549-0869. 


The  Fourth  Annual  Pharmacy  Symposium  on  Cancer  Chemo- 
therapy, Shamrock  Hilton  Hotel,  Houston,  TX,  Sept.  12-14. 
Contact:  Sharon  Bronson,  Dept,  of  Pharmacy,  M.D.  Anderson 
Hosp.  & Tumor  Instit.,  6723  Bertner  Ave.,  Houston,  TX  77030. 
Phone:  (713)  792-2870. 


Training  in  Pulmonary  Function  Testing/Spirometry,  St.  Paul- 
Ramsey  Medical  Center,  St.  Paul,  MN,  Sept.  15-17.  AMA 
Category  I credits.  Contact:  CME,  St.  Paul-Ramsey  Med.  Ctr., 
640  Jackson  St.,  St.  Paul,  MN  55101.  Phone:  (612)  221-3992. 

Joint  Conference  on  Occupational  Health,  Chicago,  IL,  Sept.  2 1 - 
24.  Contact:  Joint  Conference  on  Occupational  Health,  150 
N.  Wacker  Dr.,  Chicago,  IL  60606. 


Arrythmias  & Cardiac  Ischemia,  Diagnosis  & Management, 

Washington,  D.C.,  Sept.  24-25.  16  hrs.  AAFP  & AMA  Category 
I credits.  Fee:  $245.  Contact:  IMEC,  64  Inverness  Dr.,  E., 
Englewood,  CO  80112.  Phone:  800-525-8651. 


Clinical  Management  of  Coronary  Disease  and  Dual-Mode  Ex- 
ercise Testing,  Seattle,  WA,  Sept.  24-25.  16  hrs.  AAFP  & AMA 
Category  I credits.  Fee:  $245.  Contact:  IMEC,  64  Inverness 
Dr.,  E.,  Englewood,  CO  80112.  Phone:  800-525-8651. 


Cardiac  Rehabilitation,  Philadelphia,  PA,  Sept.  24-25.  16  hrs. 
AAFP  & AMA  Category  I credits.  Fee:  $245.  Contact:  IMEC, 
64  Inverness  Dr.,  E.,  Englewood,  CO  80112.  Phone:  800-525- 
8651. 


Ambulatory  Electrocardiography:  Clinical  Applications,  Meth- 
odology & Interpretation,  Houston,  TX,  Sept.  24-25.  16  hrs. 
AAFP  & AMA  Category  I credits.  Fee:  $245.  Contact:  IMEC, 
64  Inverness  Dr.,  E.,  Englewood,  CO  80112.  Phone:  800-525- 
8651. 


ECG  Interpretation  & Arrhythmia  Management,  Las  Vegas,  NV, 
Sept.  24-26.  16  hrs.  AAFP  & AMA  Category  I credits.  Fee: 
$245.  Contact:  IMEC,  64  Inverness  Dr.,  E.,  Englewood,  CO 
80112.  Phone:  800-525-8651. 


Comprehensive  Review  of  Infectious  Disease,  Radison  Plaza,  St. 
Paul,  MN,  Sept.  30-Oct.2.  AMA  Category  I credits.  Contact: 
CME,  St.  Paul-Ramsey  Med.  Ctr.,  640  Jackson  St.,  St,  Paul, 
MN  55101.  Phone:  (612)  221-3992. 


October 


Seventh  Annual  International  Body  Imaging  Conference,  Sheraton 
Royal  Waikoloa  Hotel,  Kona,  Hawaii,  Oct.  9-17.  Fee:  $385. 
28  hrs.  Category  I ACR  credits.  Contact:  Conference  Secretary, 
Seventh  Ann.  International  Body  Imaging  Conf.,  Dept,  of  Ra- 
diology, West  Park  Hosp.,  22144  Roscoe  Blvd.,  Canoga  Park, 
CA  91304.  Phone:  (213)  340-0580  ext.  280. 
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A Nearly  Fatal  Illness  Presenting  Under 
The  Guise  Of  Virus  Flu  Syndrome 

Clinicopathological  Conference 
Sixteen  Year  Old  Caucasian  Female 
With  Sudden  Onset  Of  Syncope 
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Three  important  products 
from  Dista 


Nalfoii  200 

fenoprofen  calcium 


200-mg*  Pulvules® 


Nolfon 

fenoprofen  calcium 


300-mg*  Pulvules 
600-mg*  Tablets 


Keflex 

cephalexin 


250  and  500-mg  Pulvules 

125  and  250-mg  Oral  Suspensions 


‘Present  as  230.6  mg,  345.9  mg  .and  691 .8  mg  of  the  calcium  salt  of  fenoprofen  dihydrate  equivalent  to  200 
mg.  300  mg.  and  600  mg  fenoprofen  respectively 


Additional  information  available  to  the  profession  on  request. 
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THE  PATIENT  THINKS 
HE  HAS  HEART  TROUBLE. 


■I 


U KNOW  IT’S  REALLY 
X1ETY  SYMPTOMS 


ii  i 


. presenting  symptoms:  palpitations,  chest  pain, 
chronic  exhaustion  and  occasional  difficulties  in  breathing. 
Good  reason  for  concern.  A complete  workup  uncovers  no 
organic  dysfunction,  but  it  does  reveal  excessively  high 
■ levels  of  anxiety  and  apprehension. 
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For  rapid  relief  you  prescribe 
Valium  (diazepam/Roche) 
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At  times  like  this,  Valium  (diazepam/Roche)  can  be  a 
potent  therapeutic  ally.  It  works  promptly.  Within  just  a few 
hours,  the  patient  begins  to  feel  calmer.  And  in  a few ‘days, 
anxiety  relief  not  only  becomes  more  pronounced  but  a 
noticeable  reduction  in  anxiety-generated  somatic  symp- 
toms also  occurs. 

Equally  important,  Valium  is  generally  well  tolerated. 
Side  reactions  more  serious  than  drowsiness,  ataxia  and 
fatigue  are  rare.  Patients  should,  of  course,  be  cautioned 
against  driving  or  drinking  alcohol  while  on  Valium  therapy. 
Periodic  reassessment  of  the  need  for  antianxiety  medica- 
tion should  also  be  performed. 


Valium 


diazepam/Roche 


2-mg,  5-mg,  10-mg  scored  tablets 

BECAUSE  YOU’RE  CONVINCED 

THF  PAT1FMT  KIFFHS  IT 


Please  see  summary  of  product  information  on  the  following  page. 


VALlUMTdiazepam/Roche ) 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety-  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
nol  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  ad- 
junctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syndrome;  con- 
vulsive disorders  (not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies.  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma;  may  be  used  in  patients,  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  ad]unctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants. Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  disconjinuation,  usually  limited  to  extended  use 
and  excessive  doses.  Infrequently,  milder  withdrawal 
'symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use.  generally  at  higher  therapeutic  levels,  for  at  least 
several  months.  After  extended  therapy,  gradually  taper 
dosage.  Keep  addiction-prone  Individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence. 

l/sage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines,  nar- 
cotics, barbiturates,  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action.  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation. 

The  clearance  of  Valium  and  certain  other  benzodiaz- 
epines can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration.  The  clinical  significance 
of  this  is  unclear. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults . Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  b.i.d.  to  q.i.d.;  alcoholism.  10  mg  t.i.d.  or  q i d.  in 
first  24  hours,  then  5 mg  t.i.d.  or  q I d as  needed; 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive  disorders,  2 to  10  mg 
b i d.  lo  q.i.d.  Geriatric  or  debilitated  patients:  2 to  2'/2 
mg,  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated.  (See  Precautions.)  Children:  1 to  2'/2  mg  t.i.d. 
or  q.i.d.  initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months). 

How  Supplied:  For  oral  administration,  Valium  scored 
tablets — 2 mg,  white;  5 mg,  yellow;  10  mg,  blue — 
bottles  of  100*  and  500;*  Prescription  Paks  of  50, 
available  in  trays  of  10.*  Tel-E-Dose®  packages  of  100, 
available  in  trays  of  4 reverse-numbered  boxes  of  25, t 
and  in  boxes  containing  10  strips  of  lO.t 
^Supplied  by  Roche  Products  Inc.,  Manati,  Puerto 
Rico  00701 

'.'Supplied  by  Roche  Laboratories.  Division  of 
Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110 
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Your  family’s 
savings  program 
is  unique.  You  have 
different  needs.  And 
different  concerns.  That’s 
why  so  many  families 
have  made  U.S.  Savings 
Bonds  their  family  bond. 
It’s  the  bond  that  holds  a 
family’s  savings  program 
together. 

That’s  because  bonds 
offer  so  many  guarantees. 
Guarantees  that  are  just 
right  for  any  family.  Like 
guaranteed  interest  return. 
Guaranteed  tax  benefits. 
Guaranteed  safety.  And 
all  backed  by  the  most 
solid  guarantee  of  all. 
America. 

So,  when  you’re  looking 
for  that  bond  as  unique  as 
your  savings  needs,  look 
to  U.S.  Savings  Bonds. 
They  really  are  the 
Family  Bond. 
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When  you  put  part  of  your  savings 
into  U.S.  Savings  Bonds  you’re 
helping  to  build  a brighter  future 
for  your  country  and  for  yourself. 
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Family  transportation  . . . 
with  a flair  for  the  good  life 
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Medicine 


A Nearly  Fatal  Illness  Presenting  Under  The 
Guise  Of  Virus  Flu  Syndrome 

Warren  L.  Jones,  M.D.,  F.A.C.P.* 


ABSTRACT 

The  high  incidence  of  virus  flu  syndrome  during 
the  winter  months  by  necessity  should  place  all  phy- 
sicians on  guard  for  there  are  cases  that  mimic  the 
innocent  flu  syndrome,  and  the  case  presented  is  one 
of  that  sort.  This  patient  became  desperately  ill  pro- 

This  is  a 74  year  old  retired  college  professor  who 
was  admitted  to  the  hospital  because  of  generalized 
malaise,  fever,  chills,  muscle  aching  of  9 days  du- 
ration, and  because  these  complaints  had  persisted 
in  spite  of  attempted  therapy.  This  man  had  con- 
sidered his  health  good  and  felt  very  well  until  the 
onset  of  this  illness  on  22  January  1981,  then  with 
fever,  malaise,  muscle  aching  which  became  pro- 
gressively greater  in  degree  over  the  ensuing  several 
days.  There  were  times  of  the  day  when  he  felt  almost 
normal  and  went  about  his  usual  activities,  but  later 
in  the  day  the  symptoms  would  return.  In  the  prior 
4-5  days  his  symptoms  had  been  more  pronounced 
and  he  had  been  down  in  bed  continually  except  to 
get  up  to  go  to  the  bathroom.  Generalized  weakness 
and  fatigue  entered  in  and  his  temperature  at  times 
arose  to  100°  and  infrequently  to  as  high  as  103°. 
At  no  time  did  his  temperature  drop  down  to  normal 
during  the  preceding  4 days,  and  had  been  inter- 


*Clinical  Professor,  Internal  Medicine,  USD  School  of  Medicine, 
Sioux  Falls,  SD. 


gressively  and  did  not  respond  to  ordinary  treatment. 
FUO  became  an  important  consideration  here.  Ul- 
timately the  diagnosis  was  established  before  the 
patient  expired,  was  treated  and  he  has  now  returned 
to  full  normal  active  life. 

mittent  during  the  first  5 days.  On  24  January,  two 
days  after  onset  of  the  illness,  he  was  started  on 
tetracycline  250  mgs.  t.i.d.  which  was  continued  until 
26  January  when  I saw  him  in  the  E.R.  at  the  hospital 
because  of  fever  (100.2°),  malaise  and  chronic  non- 
productive cough.  The  physical  exam  was  negative 
aside  from  the  fever  and  lethargy,  and  the  chest  x- 
ray  was  negative.  The  tetracycline  was  stopped  and 
he  was  begun  on  erythromycin  250  mgs.  t.i.d.  which 
he  had  taken  continually  until  his  hospital  admission 
on  30  January,  again  without  any  benefit  whatsoever. 
There  had  been  occasional  spells  with  chills  where- 
upon he  would  add  additional  covers  to  his  bed  in 
order  to  warm  up,  but  no  sweats  were  noted.  He 
had  bad  dreams  at  night.  He  was  brought  to  the 
hosptial  on  30  January  because  the  illness  had  per- 
sisted in  spite  of  therapy,  and  the  generalized  weak- 
ness and  fatigue  had  become  quite  profound.  There 
had  been  no  bleeding  from  any  source,  his  cough 
had  subsided,  he  had  no  headache,  and  no  stiffness 
of  the  neck,  no  urinary  symptoms,  no  backache  other 
than  that  accounted  for  in  the  generalized  aching, 


JULY  1982 


5 


and  no  edema.  There  was  no  skin  eruption.  He  was 
not  a smoker.  There  were  no  gastrointestinal  symp- 
toms whatsoever,  no  nausea,  vomiting,  although 
anorexia  prevailed,  nevertheless,  he  ate  his  meals 
regularly,  and  the  bowels  functioned  normally.  He 
had  no  abdominal  pain  or  discomfort.  I had  pre- 
viously seen  this  man  in  my  office  on  1 1 December 
1980  and  performed  a complete  H & PE  and  found 
no  abnormalities  whatsoever,  and  declared  him  in 
good  health.  An  ECG  done  at  that  time  was  normal. 
He  had  never  had  any  illness  of  this  sort  before, 
and  he  was  not  accustomed  to  more  than  1-2  URI’s 
per  winter.  His  past  history  was  entirely  negative. 
He  was  known  to  be  allergic  to  sulfonamides. 

A complete  physical  examination  was  performed. 
His  temperature  103°,  pulse  88/M,  respirations 
16/M.  This  was  a well  developed,  well  nourished 
male  who  appeared  his  stated  age  of  74  years.  Weight 
1 6 8 */2  lbs.,  height  74".  He  was  cooperative,  rational 
and  rather  profoundly  weak.  He  needed  help  to  sit 
up  in  bed  because  of  generalized  weakness.  The  head 
and  neck  and  EENT  were  entirely  normal.  The  neck 
was  supple.  No  palpable  cervical  or  axillary  aden- 
opathy. The  lung  fields  were  perfectly  clear  in  ex- 
amination. Blood  pressure  was  106/60.  Pulse  was 
regular  and  of  good  quality,  the  heart  was  negative. 
There  were  no  murmurs,  no  gallop.  The  abdomen 
was  nearly  flat.  There  were  no  areas  of  tenderness 
found,  and  no  palpable  organs  or  masses.  There 
were  no  hernias.  The  genitalia  and  rectum  were  neg- 
ative. Prostate  Grade  I enlarged  and  negative.  The 
back  and  extremities  were  normal,  including  neg- 
ative response  to  CVA  percussion.  The  nail  beds 
were  pink,  there  was  no  clubbing.  Tendon  reflexes 
were  normal  and  equal  throughout.  The  Babinski 
reaction  was  negative.  There  was  no  peripheral 
edema.  Skin  was  normal  in  appearance  and  texture 
throughout,  although  mildly  pale  generally  and  un- 
usually warm.  An  admission  chest  x-ray  was  re- 
ported normal.  The  working  diagnoses  here  were: 
1)  Overwhelming  virus  infection  of  some  sort.  2) 
The  patient  was  now  in  his  9th  day  of  fever,  but 
not  yet  fulfilling  the  definition  of  FUO.  The  labo- 
ratory studies  included  a negative  UA,  a CBC  re- 
vealed Hgb.  of  11.2  gms.%,  Hct.34  Vol.%,  Wbc. 

1 6,300  with  57%  segmented  neutrophils,  28%  bands, 

1 3%  lymphocytes.  Febrile  agglutinins  were  reported 
negative.  The  ESR  (Westergren)  104  mm/hr.  Serum 
cryoglobulins  negative,  plasma  electrophoresis  was 
negative.  Two  blood  cultures  were  obtained  and  were 
reported  negative  in  72  hours.  The  serum  electrolytes 
were  normal.  Urine  culture  was  obtained  and  re- 
ported no  growth.  The  SMA-12  was  found  com- 
pletely normal.  Four  more  blood  cultures  were 
obtained  and  later  reported  negative.  The  PPD  was 
negative  in  48  hours.  He  was  given  two  units  of 


packed  cells.  Repeat  serum  electrolytes  showed  no 
change.  FANA  was  negative.  By  the  6th  of  February, 
and,  after  his  blood  transfusions,  his  Hgb.  was  12 
gms.%,  Hct.  35  Vol.%,  Wbc.  7,700  and  platelet  count 
366,000.  One  stool  culture  for  pathogens  reported 
negative.  Three  stools  were  negative  for  occult  blood. 

The  hospital  course  was  marked  particularly  by 
a continually  febrile  temperature  curve,  spiking  two 
times  a day  to  102-103°.  Furthermore,  the  patient 
was  becoming  more  and  more  toxic,  profoundly 
weak,  and  had  begun  to  become  mentally  confused, 
more  so  at  night.  He  received  no  antibiotic  therapy 
during  the  first  four  hospital  days,  for  it  was  felt  that 
during  that  time  we  should  get  our  culture  materials 
as  best  possible.  On' the  morning  of  2 February  1981 
he  was  started  on  penicillin,  1 gm.  I.V.,  q.4  hrs.  and 
Tobramycin  60  mgs.  I.V.  q 8 hrs.  Twenty  four  hours 
later  there  had  been  no  improvement  in  his  fever 
or  in  any  of  his  symptoms.  On  3 1 January  consul- 
tation had  been  obtained  of  a specialist  in  infectious 
disease.  He  encouraged  us  to  continue  to  look  for 
a source  of  infection  and  advised  us  relative  to  ob- 
taining some  of  our  later  laboratory  studies.  Never- 
theless, we  were  getting  nowhere,  and  the  patient 
was  becoming  quite  critically  ill  at  this  point.  I asked 
the  consultant  in  infectious  disease  to  review  the 
patient’s  status  again  on  3 February,  and  through 
comments  from  that  consultant  our  attention  be- 
came focused  on  the  abdomen.  Re-examination  at 
that  time  did  disclose  some  mild  muscle  guarding 
in  the  right  lower  quadrant  which  had  not  been  pres- 
ent before,  but  the  patient  offered  no  complaint  and 
there  had  been  no  change  in  stool  habit,  and  he  had 
continued  to  eat,  and  had  no  nausea  or  vomiting, 
no  abdominal  distention.  Peristaltic  sounds  were 
normal.  A surgical  consultation  was  requested  and 
the  surgeon  felt  that  there  might  well  be  a palpable 
mass  deeper  in  the  right  lower  quadrant.  We  all 
agreed  that  surgical  intervention  should  be  at- 
tempted for  this  was  our  first  indication  of  localized 
infection  or  localized  disease.  The  patient  was  taken 
to  the  operating  room  and  under  general  anesthetic 
one  could  now  easily  palpate  a firm  mass  in  the 
right  lower  quadrant  over  McBumey’s  point.  A 
needle  was  inserted  into  this  mass  after  appropriate 
preliminary  incisions  had  been  made,  and  green  col- 
ored pus  was  aspirated.  An  appendiceal  abscess  the 
size  of  an  orange  deep  in  the  right  lower  quadrant, 
was  incised  and  drained,  of  an  estimated  4-5  oz.  of 
pus.  The  day  following  this  surgery  the  patient’s 
temperature  returned  rapidly  to  normal,  and  re- 
mained normal  thereafter.  The  toxemia  disappeared, 
he  was  no  longer  mentally  confused.  He  was  kept 
on  IV  infusion  for  the  time,  but  subsequently  was 
allowed  to  take  food,  and  the  remaining  10  days  of 
his  hospital  stay  were  dramatically  that  of  a critically 
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ill  man  getting  well.  Culture  materials  from  the 
wound  grew  Bacteroides  frigilis  and  Eikenella  car- 
rodans.  His  CBC  on  9 February  showed  a Hgb.  of 
13.1,  Hct.  39  Vol.%,  Wbc.  7,900  with  51%  segs., 
17%  bands,  23%  lymphs,  6%  monos.  His  UA  was 
negative. 

Discussion 

This  case  demonstrates  very  well  the  innocent 
outset  of  what  became  a critical  illness.  It  fell  short 
of  the  definition  of  “fever  of  undetermined  origin”, 
yet  presented  and  manifest  as  this  type  of  problem. 
Whether  or  not  our  patient  had  flu-syndrome  ini- 
tially, and  when  in  the  course  of  his  illness  the  ap- 
pendix perforated,  is  not  known.  Judging  by  the 
thickness  of  the  wall  of  the  abscess  cavity,  the  entire 
illness  may  have  been  a single  entity.  Managing  a 
case  of  this  sort  can  be  most  frustrating  and  trying 
to  the  attending  physician,  for  everyone  seemed  to 
be  saying  “why  don’t  you  do  something”,  and  the 
patient  obviously  was  becoming  weaker  and  more 
critically  ill.  He  lost  9 lbs.  in  the  first  12  days  of 
illness.  Our  next  step  in  diagnosis  would  have  been 
a gallium  scan  and/or  a C-T  scan  of  the  abdomen, 
but  these  plans  were  abandoned  when  localized  dis- 
ease was  finally  discovered. 

Nearly  consistently,  over  the  years,  all  textbooks 
of  medicine  and  surgery  have  warned  of  the  atypical 
nature  of  acute  appendicitis  in  patients  60  years  of 
age  and  older.  Closer  scrutiny  of  this  fact  reveals 
the  following  interesting  data.  Perforation  of  the  ap- 
pendix occurs  much  earlier  in  the  elderly  patient, 
with  a reported  perforation  rate  as  high  as  59%. 
Incidental  examination  of  the  appendix  in  older 
people  at  autopsy  rather  consistently  shows  the  lu- 
men to  be  narrowed  or  obliterated,  the  mucosa 
thinned,  a near  disappearance  of  lymphoid  elements, 
fibrosis,  and  sclerosis  of  both  arteries  and  veins.  It 
is  believed  that  these  changes  account  for  the  early 
necrosis  and  perforation  that  occurs  in  this  age  group. 
Furthermore,  the  same  authors  related  these  atrophic 
changes  in  the  appendiceal  wall  and  its  compromised 
blood  supply  to  the  paucity  of  symptoms  (especially 
pain)  in  the  elderly,  as  compared  with  the  violent 
cramping  pains  seen  in  youthful  patients  with  the 
same  disease.  Our  patient  was  so  toxic,  febrile  and 
generally  ill  that  it  became  difficult  to  carry  on  a 
simple  conversation  with  him,  notwithstanding  its 
accuracy.  These  factors  must  have  also  interfered 
with  the  earlier  localization  of  his  disease  by  dulling 
the  physiologic  and  cerebral  responses  to  his  disease. 

In  one  series  of  cases,  60  years  of  age  and  older, 
more  than  70%  had  perforation  of  the  appendix, 
and  the  mortality  rate  was  6.4%.  In  another  series, 
the  perforation  rate  was  59%,  and  the  mortality  rate 
in  patients  5 1 to  70  years  of  age  was  4.5%;  and  from 
71  to  90  years  of  age  was  15.2%.  These  patients  are 


sometimes  diagnosed  in  the  morgue,  although  in- 
frequently. These  embarrassing  situations,  however, 
are  seldom  reported  in  the  literature,  so  the  true 
incidence  is  not  known. 

In  summary,  this  is  a case  of  a 74  year  old  man 
whose  illness  began  in  a rather  subtle  flu-like  man- 
ner, which  failed  to  respond  to  the  usual  therapy 
and  self-limiting  control  of  the  usual  virus  infections, 
and  moved  progressively  into  a critical  infectious 
febrile  illness  that  was  finally  diagnosed  an  appen- 
diceal abscess  and  treated  appropriately  with  ex- 
cellent results.  These  results  must  be  credited  to  the 
professional  team-work  displayed  in  the  manage- 
ment of  this  case,  but  the  special  astutness  of  our 
Infectious  Disease  Consultant  was  acknowledged. 
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FOR  THE  DIABETIC 

The  glucometer  is  for  the  diabetic  patient, 
who  wants  to  know  his  or  her  blood  glucose 
level. 

The  glucometer,  a small,  lightweight, 
portable,  battery-operated,  calibrated, 
instrument  measures  quantitatively  the  glucose 
in  whole  blood.  It  is  used  with  Dextrostix 
Reagent  Strips. 


Call  Kreiser's  Surgical  and  we  will  help  you. 


for  your  home  health  care  needs 


21st  and  Minnesota,  Sioux  Falls,  S.D.  605/336-1155 
219  Omaha,  Rapid  City,  S.D.  605/342-2773 

1723  Geneva,  Sioux  City,  Iowa  712/252-0505 


JULY  1982 


7 


Department  of  Health 


Hyperphenylalaninemia  (PKU) 
and  Hypothyroid  Testing 

An  Act  to  provide  for  a testing  and  educational 
program  to  detect  hypothyroidism  in  newborn  in- 
fants (House  Bill  1258)  which  was  enacted  by  the 
1982  legislature  will  be  implemented  July  1,  1982. 
This  act  charges  The  State  Health  Department  with 
the  responsibility  of  developing  and  carrying  out 
educational  programs  for  physicians,  hospital  staffs, 
community  health  nurses  and  citizens  of  the  state 
concerning  PKU,  hypothyroidism  and  other  met- 
abolic diseases  causing  mental  retardation.  The  Act 
directs  specifically  that  testing  include  phenylke- 
tonuria and  hypothyroidism  in  the  newborn.  It  is 
presumed  that  testing  will  be  done  at  local  facilities. 
However  The  Department  of  Health  may  contract 
with  a qualified  laboratory  or  perform  the  tests  in 
the  State  Laboratory.  If  an  infant  is  not  tested  the 
Department  is  empowered  to  arrange  for  testing. 
Also,  the  Department  is  charged  with  the  respon- 
sibility of  prescribing  the  procedures  to  be  followed 
for  repeat  testing  in  suspect  cases.  As  tests  for  other 
metabolic  diseases  are  perfected,  these  tests  may  be 
required. 

The  State  Health  Department  is  most  appreciative 
for  the  cooperation  and  participation  of  the  private 
sector  in  the  PKU  testing  program.  Physicians, 
nurses,  hospital  and  laboratory  staffs  are  carrying 
out  an  effective  PKU  prevention  program.  It  is 
hoped  this  will  continue  with  the  addition  of  hy- 
pothyroid testing. 

Prevention  of  the  effects  of  these  metabolic  dis- 
eases will  be  achieved  by  an  adequate  program,  sat- 
isfactory sampling  for  the  screening  test  and  reliable 
analysis  of  the  sample.  The  program  is  designed  to 
reach  every  infant,  to  have  reliable  tests  performed, 
to  assure  accurate  diagnosis,  to  provide  follow  up 
on  positive  tests,  to  assist  with  appropriate  coun- 
seling, and  to  recommend  private  treatment  ac- 
cording to  published  guidelines.  (Pediatrics  1982; 
69:104-6) 

A task  force  with  members  from  the  South  Dakota 
State  Medical  Association,  South  Dakota  Advocacy 
Project,  South  Dakota  Association  of  Retarded  Cit- 
izens, South  Dakota  Hospital  Association,  and  the 
South  Dakota  State  Health  Department  has  for- 
mulated a protocol  for  the  metabolic  screening  pro- 


gram. As  soon  as  this  protocol  is  finalized  it  will  be 
distributed  to  all  physicians,  hospitals  and  labora- 
tories concerned  with  PKU  and  hypothyroid  testing. 

One  of  the  major  concerns  of  the  program  is  the 
“missed”  infant.  This  is  of  particular  concern  for 
PKU  testing  because  of  the  trend  for  early  discharge 
from  hospital  nurseries  and  the  few  home  deliveries. 
An  attempt  will  be  made  to  notify  parents  about 
the  newborn  screening  and  to  enlist  their  interest 
and  concern  in  having  their  infant  tested.  As  many 
metabolic  disordors  are  genetically  related,  coun- 
seling is  available  through  the  genetics  clinic  of  The 
Children’s  Comprehensive  Health  Care  Services. 

Screening  for  metabolic  diseases  such  as  PKU  and 
hypothyroidism  has  wide  concern.  Parents  have  a 
vital  interest  in  the  prevention  of  disease  in  their 
offspring.  Medical  professionals  have  a broader  role 
in  the  prevention  of  disease  and  also  supply  the 
needed  screening,  interpretation  and  counseling. 
Public  health  personnel  are  charged  with  the  over 
all  functioning  of  the  program.  With  continuing  co- 
operation the  addition  of  hypothyroid  testing  to  the 
PKU  program  should  be  an  added  safeguard  for 
infants  and  children  in  the  state. 


Willis  F.  Stanage,  M.D. 
John  B.  Gregg,  M.D. 


BEING  A PHYSICIAN 
AND  A BUSINESSMAN  IS 
LIKE  REMOVING  GALLSTONES 
WITH  A SPOON... 


it’s  not  a very  good  idea.  But  today,  modern  busi- 
ness dictates  that  physicians  with  their  own  prac- 
tices spend  a great  percentage  of  time  as 
businessmen  ...  at  the  expense  of  their  job. 

We  provide  you  with  an  environment  serving  a 
purpose:  practicing  medicine.  No  salesmen  or 
accountants  calling,  no  books  to  balance  and  no 
late  hours.  You  concentrate  on  practicing  medicine 
with  a health  care  system  that’s  one  of  the  finest  in 
the  world.  You'll  work  in  modern,  well-equipped 
hospitals  and  clinics  with  the  most  up-to-date 
technology. 

Also  included  are  excellent  programs  of  com- 
pensation, opportunities  for  professional  growth 
and  specialization,  30  days  vacation  with  pay  each 
year,  full  medical  and  dental  care  and  more. 

With  the  Air  Force,  we  want  you  to  do  one  thing: 
practice  medicine.  We  would  like  to  provide  you 
with  more  information  on  Air  Force  medicine. 

Terry  Thompson  Call  Collect: 

605/334-4393 


rerry  Thompson 
619  W.  11th  Street 
Sioux  Falls,  South  Dakota 
57104 
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In  the  treatment 
of  insomnia 


Good  mornings 
start  with  restful  nights. 


Dalmane  (tlurazepam  HCl/Roche) 

patients  fall  asleep  faster, 
sleep  longer  and  seldom  awaken 
with  morning  hangover 

Feeling  well  rested  in  the  morning  usually  means 
having  slept  well  the  night  before.  And  for  insomniac 
patients  receiving  hypnotic  therapy,  a good  morning  also 
means  awakening  with  few  side  effects  from  their  medica- 
tion. Many  physicians  choose  Dalmane  for  their  patients 
who  suffer  from  insomnia  for  this  very  reason. 

Aside  from  enabling  patients  to  fall  asleep  more 
quickly  and  sleep  longer,  Dalmane  seldom  causes  morning 
hangover.  Most  Dalmane  patients  feel  alert  and  refreshed 
when  they  awaken.  In  53  paired-night  clinical  studies 
comparing  Dalmane  and  placebo  in  2010  insomniac 
patients  with  a variety  of  secondary  diagnoses,  most 
Dalmane  patients  awakened  more  alert  and  refreshed,  and 
less  groggy  and  drowsy,  than  on  nights  when  they  had 
taken  only  placebo.1  In  a double-blind  crossover  study  of 


42  patients  in  private  practice,  approximately  three  times 
as  many  patients  reported  feeling  refreshed  and  alert  upon 
awakening  after  a night  on  Dalmane  (flurazepam/ Roche) 
compared  to  placebo  nights.2  This  difference  was  highly 
significant  (p<0.001)-  And  a retrospective  study  of  2542 
hospitalized  patients  who  received  Dalmane  revealed  only 
a 3.1%  incidence  of  side  effects.3 

While  residual  effects  from  Dalmane  therapy  are 
infrequent,  patients  should  be  cautioned  about  drinking 
alcohol,  driving  or  operating  hazardous  machinery  after 
ingesting  the  drug. 

Efficacy  and  safety  in  a broad 
range  of  patient  types. 

Over  2000  clinical  trials  involving  more  than 
10,000  patients  have  shown  that  Dalmane  patients  fall 
asleep  sooner,  sleep  longer  and  experience  fewer  nocturnal 
awakenings.4  The  safety  and  efficacy  of  Dalmane  have 
been  demonstrated  in  medical  and  surgical  hospitalized 
patients,  in  patients  seen  in  office  practice  and  in  elderly 
patients.5  8 Since  the  risk  of  oversedation,  dizziness,  confu- 
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sion  and/or  ataxia  increases  with  larger  doses  in  the  elder- 
ly, it  is  recommended  that  the  dosage  be  limited  to  15  mg. 

Moreover,  the  efficacy  and  safety  of  Dalmane  for  the 
treatment  of  insomnia  have  been  demonstrated  in  thou- 
sands of  patients  with  a variety  of  primary  medical  condi- 
tions, including  cardiovascular,  neuropsychiatric,  endocrine- 
metabolic,  gastrointestinal,  genitourinary,  respiratory  and 
musculoskeletal  disorders.1  Dalmane  (flurazepam  HCl/Roche) 
is  contraindicated  in  pregnancy  and  in  patients  hypersensi- 
tive to  the  drug. 

Avoids  rebound  insomnia 
upon  discontinuation. 

Rebound  insomnia -a  worsening  of  sleep  beyond 
pretherapy  levels  after  drug  discontinuation-has  been 
reported  as  a potential  clinical  problem  with  some  hypnot- 
ics.910 However,  this  problem  has  not  been  reported  with 
Dalmane.  In  eight  out  of  eight  sleep  laboratory  studies, 
there  were  no  reports  of  rebound  insomnia. 11  When  you 
prescribe  Dalmane,  you  can  be  confident  of  efficacy  that 
enhances  therapeutic  progress.  Your  insomniac  patients  can 
be  assured  of  a restful  night,  night  after  night-a  good  start 
for  a good  morning. 


References:  1.  Data  on  file,  Hoffmann- 
La  Roche  Inc.,  Nutley.  NJ.  2.  Zimmer- 
man AM:  Curr  Ther  Res  73:18-22,  (an 
1971.  3.  Greenblatt  DJ.  Allen  MD, 

Shader  Rl:  Clin  Pharmacol  Ther 
21: 355-361,  Mar  1977  4.  Data  on 
file.  Hoffmann-La  Roche  Inc..  Nutley, 

NJ.  5.  Meyer  JA,  Kurland  KZ:  Milil  Med 
138. 471-474.  Aug  1973  6.  Feffer  HL. 
Gibbons  B:  Med  Times  101  (8) : 1 30- 
135,  Aug  1973.  7.  Jacobson  A el  ah 
Psychophysiology  7:345.  Sep  1970. 

8.  Frost  (D  Jr.  DeLucchi  MR:  I Am  Gerialr 
Soc  27:541-546.  Dec  1979.  9.  Kales 
A.  Scharf  MB,  Kales  JD:  Science 
201 A 039-1041,  Sep  1978.  10.  Kales 
A el  ah  JAMA  241 : 1692-1695.  Apr 
1979.  11.  Monti  JM:  Methods  Find  Exp 
Clin  Pharmacol  3(5):303-326,  1981. 


Ibr  efficacy  from  the  beginning 
to  the  end  of  therapy 


I5-mg/30-mg  capsules 


Dalmane® 

flurazepam  HCl/Roche 

stands  apart 


Please  see  following  page  lor  summary  of  product  information. 


Dalmane 

flurazepam  HCI/Roche 

15-ms/lO-ms  capsules 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  habits; 
in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown 
effectiveness  for  at  least  28  consecutive  nights  of 
administration.  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended.  Repeated  therapy  should 
only  be  undertaken  with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HC1;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malforma- 
tions associated  with  benzodiazepine  use  during  the  first 
trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g. , operating  machinery,  driv- 
ing) . Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication  for 
a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  GI 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT.  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients.  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 


WHY YOU 
SHOULD 
MAKE  A 
CORPORATE 
CONTRIBU- 
TION TO 
THE  AD 
COUNCIL 

The  Advertising  Council  is  the  biggest 
advertiser  in  the  world.  Last  year,  with 
the  cooperation  of  all  media,  the  Coun- 
cil placed  almost  six  hundred  million 
dollars  of  public  service  advertising. 
Yet  its  total  operating  expense  budget 
was  only  $1,147,000  which  makes  its 
advertising  programs  one  of  America’s 
greatest  bargains ...  for  every  $1  cash 
outlay  the  Council  is  generating  over 
$600  of  advertising. 

U.S.  business  and  associated  groups 
contributed  the  dollars  the  Ad  Council 
needs  to  create  and  manage  this 
remarkable  program.  Advertisers,  ad- 
vertising agencies,  and  the  media 
contributed  the  space  and  time. 

Your  company  can  play  a role.  If  you 
believe  in  supporting  public  service 
efforts  to  help  meet  the  challenges 
which  face  our  nation  today,  then  your 
company  can  do  as  many  hundreds  of 
others— large  and  small— have  done. 
You  can  make  a tax-deductible  con- 
tribution to  the  Advertising  Council. 

At  the  very  least  you  can,  quite  easily, 
find  out  more  about  how  the  Council 
works  and  what  it  does.  Simply  write  to: 
Robert  P.  Keim,  President,  the  Adver- 
tising Council,  Inc.,  825  Third  Avenue, 
New  York,  New  York  10022. 
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& The  Advertising  Council 

The  cost  of  preparation  of  this  advertisement 
was  paid  for  by  the  American  Business  Press, 
the  association  of  specialized  business  publi- 
cations. This  space  was  donated  by  this 
magazine. 
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SoDaPAC  deserves  your  help.  If  each  of  us  were 
to  give  $40,  the  SoDaPAC  Board  could  do  a good 
job  of  legislative  support  for  our  friends  in  the  leg- 
islature. The  support  is  bipartisan,  but  it  is  for  our 
friends. 

From  time  to  time,  we  need  the  help  of  our  friends 
in  the  legislature.  As  you  know,  almost  every  year 
something  is  important  to  us  when  the  legislature 
is  in  session.  No  one  thinks  that  our  small  contri- 
bution would  materially  affect  the  way  a legislator 
would  vote  on  a given  item,  but  if  we  have  given 
him  a contribution  from  all  the  physicians  in  South 
Dakota,  perhaps  we  will  get  an  audience  to  better 
explain  our  position.  That  is  often  all  that  is  required. 

Other  health  care  groups  in  South  Dakota  assess 
very  heavy  individual  quotas  on  their  members.  We 
do  not.  Much  of  what  is  received  from  us  as  a cam- 
paign contribution  is  the  knowledge  that  the  phy- 
sicians of  the  state  think  so  highly  of  an  individual 
legislator  that  they  are  contributing  to  his  campaign 


in  an  organized  way.  They  are  complimented  by 
our  action,  though  the  amount  may  be  modest.  The 
fact  that  each  of  us  gives  something  is  important. 
It  sends  a message  that  we  are  united  in  our  support 
of  that  particular  legislator. 

In  medicine,  we  are  usually  consulted  by  our  pa- 
tients for  advice.  We  give  them  our  best  advice, 
regardless  of  our  personal  gain.  Can  we  do  any  less 
for  the  legislature?  They  need  our  best  advice  and 
we  can  persuade  them  to  listen  to  us. 


Durward  M.  Lang,  M.D.,  President 
South  Dakota  State  Medical  Association 
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WHEN  YOU  HAVE  QUESTIONS, 
WE  FIND  THE  ANSWERS. 


Whether  it  involves  a specific 
claim  payment,  or  a more  general 
inquiry,  just  give  us  a call. 

1 mtjWl  SOUTH  DAKOTA 

VEJy  blue  shield 

We'll  do  our  best  to  give  you 
a complete,  straightforward 
response. 

Peter  Galindo 
Judee  Schlosser 
Sioux  Falls 
336-1976 

If  YOU  have  a question,  we'll 
find  the  answer. 

Randy  Tuffs 
Rapid  City 
343-6755 

® Registered  Service  Mark  of  the  Blue  Shield  Association 
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Recommend 


• Broad-spectrum  antibacterial  • Handy  applicator  tip 


DESCRIPTION:  Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate)  5,000  units, 
bacitracin  zinc  400  units,  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
special  white  petrolatum  qs;  in  tubes  of  1 oz  ana  '/2  oz  and  '/32  oz  (approx.)  foil  packets. 
INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated),  for 
topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in:  • infected 
burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary  pyodermas  (impetigo, 
ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily  infected  dermatoses  (eczema,  herpes, 
and  seborrheic  dermatitis!  • traumatic  lesions,  inflamed  or  suppurating  as  a result  of 
bacterial  infection.  Prophylactically.  the  ointment  may  be  used  to  prevent  bacterial  contami- 
nation in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 
permit  wound  healing 

CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or  in  the  external  ear  canal 
if  the  eardrum  is  perforated.  This  product  is  contraindicated  in  those  individuals 
who  have  shown  hypersensitivity  to  any  of  its  components. 

WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due 
to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of  neo- 


MMX 

- :sc*a c;„  . f«e: 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


mycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is  affected, 
especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other  aminoglycoside 
antibiotics  concurrently,  not  more  than  one  application  a day  is  recommended. 

When  using  neomycin-containing  products  to  control  secondary  infection  in  the  chronic 
dermatoses,  it  should  be  borne  in  mind  that  the  skin  is  more  liable  to  become  sensitized  to 
many  substances,  including  neomycin.  The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry  scaling  and  itching;  it  may  be  manifest  simply 
as  a failure  to  heal.  During  long-term  use  of  neomycin-containing  products,  periodic  exami- 
nation for  such  signs  is  advisable  and  the  patient  should  be  told  to  discontinue  the  product 
if  they  are  observed.  These  symptoms  regress  quickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoided  for  that  patient  thereafter, 
PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles 
in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


THE 

ALUMNI 

FOUNDATION 

of  the 

UNIVERSITY  OF  SOUTH  DAKOTA 
SCHOOL  OF  MEDICINE 


The  Council  and  The  Board  of  Directors  of  The  University  of  South  Dakota  School  of  Medicine 
Alumni  Foundation  joins  with  the  1,663  Alumni  and  Associate  Members  of  the  Foundation  in 
extending  our  sincere  congratulations  to  the  Class  of  1982  who  received  their  M.D.  Degree  on 
Saturday,  May  15,  1982.  Welcome  to  membership  in  the  Alumni  Foundation. 


Stewart  M.  Abbot,  M.D.,  Yankton,  SD 
David  J.  Barnes,  M.D.,  Conde,  SD 
Barry  C.  Bauer,  M.D.,  Rapid  City,  SD 
Marcia  K.  Beckman,  M.D.,  Lead,  SD 
Rebecca  L.  Belsaas,  M.D.,  Brookings,  SD 
Steve  P.  Billion,  M.D.,  Sioux  Falls,  SD 
Kevin  L.  Bjordahl,  M.D.,  De  Smet,  SD 
Steven  L.  Blum,  M.D.,  Vermillion,  SD 
Marvin  A.  Bowers,  M.D.,  Vermillion,  SD 
Rock  F.  Boyd,  M.D.,  Yankton,  SD 
Tom  M.  Braithwaite,  M.D.,  Sioux  Falls,  SD 
Carey  C.  Buhler,  M.D.,  Armour,  SD 
Craig  L.  Carlson,  M.D.,  Aberdeen,  SD 
James  T.  Clemen,  M.D.,  Ipswich,  SD 
Anne  S.  Coury,  M.D.,  Sioux  Falls,  SD 
Beth  A.  Detlie,  M.D.,  Sioux  Falls,  SD 
Steven  M.  Dittes,  M.D.,  Sioux  Falls,  SD 
Stephen  P.  Feeney,  M.D.,  Yankton,  SD 
Ronald  M.  Graff,  M.D.,  Volga,  SD 
David  C.  Hansen,  M.D.,  Redfield,  SD 
Jay  Hoffmann,  M.D.,  White  Lake,  SD 
Dominic  V.  Hurley,  M.D.,  Canton,  SD 


Mark  E.  Johnson,  M.D.,  Sioux  Falls,  SD 
James  A.  Jones,  M.D.,  Yankton,  SD 
Debra  A.  Kroack,  M.D.,  Brookings,  SD 
Kevin  W.  McNeely,  M.D.,  Yankton,  SD 
Mark  P.  Mogen,  M.D.,  Aberdeen,  SD 
Timothy  P.  Monson,  M.D.,  Parkston,  SD 
Karla  Kenefick  Murphy,  M.D.,  Brookings,  SD 
Jeff  A.  Murray,  M.D.,  Sioux  Falls,  SD 
David  K.  Nussbaum,  M.D.,  Sioux  Falls,  SD 
Drew  A.  Purdy,  M.D.,  Mitchell,  SD 
Kenneth  L.  Schaecher,  M.D.,  Yankton,  SD 
Eloise  Schrag,  M.D.,  Marion,  SD 
Greg  M.  Schroeder,  M.D.,  Miller,  SD 
Mary  K.  Simonson,  M.D.,  Sioux  Falls,  SD 
A.  Donald  Smith,  M.D.,  Vermillion,  SD 
Tony  J.  Van  Goor,  M.D.,  Yankton,  SD 
Pat  A.  Vander  Laan,  M.D.,  Belle  Fourche,  SD 
Kevin  J.  Vaska,  M.D.,  Sioux  Falls,  SD 
Stanley  S.  Waddell,  M.D.,  Yankton,  SD 
Roger  W.  Werth,  M.D.,  Aberdeen,  SD 
Kevin  D.  Whittle,  M.D.,  Watertown,  SD 
Donald  J.  Wingert,  M.D.,  Garretson,  SD 


Contributions  may  be  sent  to: 


Alumni  Foundation 
School  of  Medicine 
University  of  South  Dakota 
Vermillion,  South  Dakota  57069 
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Clinicopathological  Conference 


Sixteen  Year  Old  Caucasian  Female  With 
Sudden  Onset  Of  Syncope 


Patty  A.  Peters,  M.D.* 

Discusser 

John  F.  Barlow,  M.D.** 
Editor 


Case  # 912-776-2 

This  16-year-old  Caucasian  female  with  known  congenital  glau- 
coma of  the  right  eye  was  referred  to  Sioux  Valley  Hospital  from 
Scotland  Hospital  because  of  an  episode  of  syncope  associated 
with  visual  disturbances. 

The  patient  had  been  in  good  health  until  four  months  prior 
to  admission  when  she  had  a retinal  detachment  secondary  to 
congenital  glaucoma  for  which  she  had  treatment  by  laser  therapy 
three  to  four  days  prior  to  admission  by  an  ophthalmologist. 

Two  days  prior  to  admission  the  patient  developed  diarrhea 
and  noted  high  fever  up  to  104°F.  This  began  one  day  after  the 
beginning  of  her  menstrual  period.  This  was  associated  with  diz- 
ziness, syncope,  sore  throat,  visual  disturbances  and  documented 
hypotension  with  a blood  pressure  of  88  systolic  and  52  diastolic. 

The  patient  was  known  to  have  periodic  occipital  headaches 
and  intermittent  tightness  of  the  chest.  She  had  had  abdominal 
surgery  in  the  fourth  grade.  An  incidental  appendectomy  had 
been  performed  at  that  time.  The  remainder  of  the  review  of 
systems  was  unremarkable.  She  had  had  a fractured  right  wrist 
in  the  past.  The  patient  had  had  menarche  at  age  14.  The  periods 
were  regular.  She  used  Tampax  tampons.  Current  medications 
consisted  of  eye  drops  for  her  glaucoma  as  well  as  oral  acetza- 
olamide. 

PHYSICAL  EXAMINATION:  Well  nourished,  lethargic  young 
girl  who  was  able  to  answer  questions  with  effort.  There  was  a 
diffuse  bright  red  color  to  the  cheeks  and  thorax  which  blanched 
easily  on  pressure.  Blood  pressure  was  90  systolic  and  40  diastolic 


* Resident  in  Family  and  Community  Medicine,  Sioux  Falls, 
SD. 

‘‘Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux  Valley 
Hospital;  Professor  of  Pathology,  School  of  Medicine,  Uni- 
versity of  South  Dakota,  Sioux  Falls,  SD. 


in  the  right  arm  while  sitting;  90  systolic  and  70  diastolic  in  the 
right  arm  supine;  92  systolic  and  70  diastolic  in  the  left  arm 
sitting.  Pulse  96  per  minute  and  regular,  temperature  104°F.  rec- 
tally.  Respirations  20  per  minute,  weight  105  pounds,  height  5'5". 
There  was  some  proptosis  of  the  right  eye  and  marked  injection 
of  the  right  conjuctiva.  There  was  mild  injection  of  the  left  con- 
junctiva. There  was  slight  injection  of  the  tympanic  membranes. 
There  was  no  erythema  of  the  palms  or  soles.  There  was  consid- 
erable white  exudate  in  the  mouth  and  on  the  tongue.  The  tonsils 
appeared  hypertrophic  and  slightly  red.  The  thyroid  was  not  en- 
larged and  there  was  no  palpable  lymphadenopathy.  The  lungs 
were  clear  to  auscultation  and  percussion.  The  heart  was  not 
enlarged  and  there  was  a regular  rhythm  with  no  murmurs.  Ex- 
amination of  the  abdomen  revealed  a well-healed  right  lower 
quadrant  scar.  There  was  variable  abdominal  tenderness  direct 
and  rebound  with  no  localization.  Neurologic  examination  was 
unremarkable  and  the  patient  was  alert  and  oriented  but  obviously 
lethargic.  Pelvic  examination  was  unremarkable  except  for  a tam- 
pon. There  was  minimal  vaginal  bleeding  at  that  time. 
LABORATORY  DATA:  Admission  urinalysis  — light  yellow, 
clear;  specific  gravity  1.020;  pH  5.0;  2+  proteinuria;  negative  for 
glucose,  ketone  bodies,  hemoglobin;  sediment  10-20  white  cells/ 
hpf,  negative  for  red  cells  and  casts.  Hemoglobin  13.3  gm/dl, 
hematocrit  42  Vol/dl,  normal  red  cell  indices,  total  leukocyte 
count  34,900/mm3  (34.9  x 109  per  liter)  with  60%  segmented 
neutrophils,  31%  neutrophilic  bands,  4%  lymphocytes,  2%  mon- 
ocytes, 3%  myelocytes.  There  was  marked  toxic  granulation  of 
the  neutrophils.  Platelet  count  275,000/mm3  (275  x 109  /L).  Ar- 
terial blood  gases  pH  of  7.36,  PC02  of  23  torr;  C02  content  14 
mm/L;  P02  94  torr;  02  saturation  97%.  Prothrombin  time  17 
seconds  with  a control  of  12  seconds  and  partial  throboplastin 
time  was  41.1  seconds  with  a control  of  30  seconds.  Sodium  131 
meg/L,  potassium  3.3  meg/L,  blood  urea  nitrogen  27  mg/dl;  cre- 
atinine 2.5  mg/dl;  amylase  146  IU/L  (normal  IU/L);  fibrinogen 
285  mg/dl;  fibrinogen  split  products  were  within  normal  limits. 
Calcium  7.3  mg/dl;  phosphorus  1 .5  mg/dl;  lactic  dehydrogenase 
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(LDH),  alkaline  phosphatase,  aspartate  aminotransferase  (AST); 
total  bilirubin,  total  protein,  glucose,  uric  acid  and  cholesterol 
within  normal  limits.  Albumin  2.6  gm/L.  Three  stool  for  occult 
blood  were  negative.  Three  blood  cultures  and  urine  culture  re- 
vealed no  growth.  Culture  of  a tampon  and  vaginal  culture  reveal 
staphylococcus  aureus  coagulase  positive  resistant  to  penicillin 
G and  ampicillin;  intermediate  to  chloramphenicol  and  sensitive 
to  clindamycin,  erythromycin,  oxacillin,  cephalothin  gentamicin, 
and  tetracycline.  Culture  of  the  nares  revealed  no  staphylococci. 
A throat  culture  showed  a small  amount  of  beta  hemolytic  strep- 
tococcus not  group  A.  Multiple  stool  cultures  for  virus,  salmonella, 
shigella,  yersinia  enterocolitica,  and  Campylobacter  were  negative. 
Enzyme  linked  immunoassay  in  stool  for  rotavirus  was  negative. 
A serum  serologic  test  for  syphilis  was  negative.  A supine  chest 
film  was  unremarkable. 

The  patient  was  treated  in  the  intensive  care  unit  under  cardiac- 
respiratory  monitoring  with  large  doses  of  dextrose  and  normal 
saline  as  well  as  nafcillin.  The  patient's  hypotension,  hypocalcemia, 
and  hypophosphatemia,  as  well  as  all  other  abnormal  tests  reverted 
toward  normal.  The  patient  had  severe  diarrhea  for  several  days 
but  this  also  decreased.  The  patient  was  discharged  on  the  sixth 
hospital  day. 

DR.  PETERS:  It  appears  that  this  young  woman  is 
septic  or  toxic,  and  what  is  the  reason?  The  disease 
is  affecting  multiple  organ  systems  associated  with 
quite  a shift  to  the  left  of  the  white  blood  cells  and 
hemodynamic  changes. 

Meningococcemia  should  be  considered  as  a di- 
agnosis. Although  no  petechiae  were  noted,  there 
was  a red  color  noted  in  the  patient’s  cheeks  and 
thorax.  Abnormal  electrolytes  and  blood  urea  ni- 
trogen can  be  noted  if  shock  develops.  The  patient 
with  meningococcemia  can  have  cough,  headache, 
sore  throat,  fever,  chills,  arthralgias,  muscle  pains, 
tachycardia,  tachypnea,  thrombocytopenia,  and  de- 
creased levels  of  clotting  factors.  Of  course,  men- 
ingococci are  usually  cultured  from  blood  and/or 
cerebrospinal  fluid.  This  did  not  occur  in  this  case. 

Rocky  Mountain  Spotted  Fever  is  another  possible 
cause,  but  the  rash  is  not  the  classic  rash  which 
starts  at  the  wrists  and  ankles  and  then  spreads  to 
the  whole  body  including  palms  and  soles.  Fever, 
headache,  myalgia,  splenomegaly,  shock,  myocar- 
ditis, pulmonary  and  renal  involvement,  throm- 
bocytopenia and  coagulation  disturbances  are 
frequently  part  of  this  disease  process.  There  is  usu- 
ally a history  of  a tick  bite,  and  serologic  tests  can 
be  helpful  since  other  laboratory  tests  are  not  specific. 
Patients  with  this  disease  usually  recover  in  the  third 
week  of  the  illness  when  the  temperature  falls. 

Leptospirosis,  Weil’s  disease,  is  fairly  uncommon 
but  should  be  considered  in  someone  who  has  been 
exposed  to  contaminated  water  or  infected  rodents. 
This  disease  can  affect  multiple  organs  and  cause 
jaundice,  proteinuria,  azotemia,  hematuria,  anemia, 
thrombocytopenia,  hemorrhages  into  skin  and  other 
organs  and  other  rashes.  The  usual  symptoms  are 
fever,  headache,  conjunctivitis,  photophobia,  and 
myalgia.  Appropriate  cultures  and  serologic  tests 
should  diagnose  this  disease. 

Rubeola  presents  with  moderate  fever,  coryza. 


conjunctivitis  and  Koplik’s  spots  in  the  prodormal 
phase.  When  the  temperature  increases,  the  rash 
appears  as  faint  macules  along  the  neck  and  face 
and  then  spreads  distally.  Lymphadenopathy  is  seen 
and  splenomegaly  may  be  noted.  Vomiting,  diarrhea, 
otitis  media,  and  bronchopneumonia  are  more 
common  in  infants. 

Scarlet  fever  may  present  with  severe  headache, 
abdominal  pain,  vomiting,  fever,  delirium,  arthritis, 
hematuria,  myocarditis,  and  desquamation  follow- 
ing a papular  rash  involving  the  skin  creases,  trunk, 
extremities  and  face  except  the  perioral  area.  The 
tongue  has  a white  coating  with  the  red  papillae 
(white  strawberry  tongue).  After  desquamation,  the 
red  strawberry  tongue  appears.  Group  A beta-he- 
molytic  streptococci  should  be  cultured  from  the 
throat,  and  the  antistreptolysin  0 titer  is  elevated. 

Kawasaki’s  disease  (mucocutaneous  lymph  node 
syndrome)  is  characterized  by  rash  with  subsequent 
desquamation  and  cardiac  involvement;  but  shock 
is  unusual  in  this  entity.  The  rash  is  maculopapular 
in  contrast  to  the  macular  rash  this  girl  had.  Azo- 
temia and  thrombocytopenia  are  rarely  seen  in  Ka- 
wasaki’s disease  which  classically  occurs  in  children 
under  5 years  of  age.  The  cause  is  unknown.  Cases 
have  been  described  in  adults,  but  these  may  fit 
toxic  shock  syndrome  better. 

Scalded  skin  syndrome  appears  with  bullae  of  the 
skin,  an  exfoliative  erythroderma,  high  fever,  vom- 
iting, diarrhea,  abdominal  distension,  and  possibly 
jaundice.  If  the  dehydration  is  severe,  shock  can 
develop.  This  can  be  fatal  in  1-2  days.  Staphylococci 
of  the  phage  group  II  have  been  isolated  from  these 
cases. 

Food  poisoning  could  cause  the  diarrhea  and 
shock  but  probably  not  the  other  symptoms  de- 
scribed in  this  case.  In  staphylococcal  food  poisoning 
there  may  not  be  a fever,  and  the  symptoms  usually 
occur  1 -6  hours  after  ingestion  of  contaminated  food. 

This  case  seems  to  fit  the  criteria  of  toxic  shock 
syndrome  (TSS).  Listed  in  Table  I are  the  standards 
of  diagnosis  set  up  by  the  Center  for  Disease  Control 
(CDC).  These  are  quite  rigid  so  every  case  probably 
will  not  meet  all  of  them. 

This  16-year-old  had  a fever  greater  than  38.9X2. 
and  decreased  blood  pressure.  The  cheeks  and  thorax 
were  described  as  being  red  although  desquamation 
had  not  occured  yet.  She  had  diarrhea,  conjunctivitis 
and  greater  than  5 wbc/hpf  in  the  urine.  Blood  and 
urine  cultures  revealed  no  growth. 

The  one  finding  that  would  lead  people  to  diagnose 
TSS  is  not  in  the  criteria,  and  that  is  staphylococcus 
aureus  cultured  from  the  vagina  in  a tampon-using 
woman.  This  would  be  too  limiting  because  TSS 
has  been  seen  in  men  and  children. 

In  November  1978,  Todd  et  al1  first  described 
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Table  I 

Toxic-shock  syndrome  case  definition 

1.  Fever  (temperature  greater  than  38.9  C.  or  102  F.) 

2.  Rash  (diffuse  macular  erythroderma) 

3.  Desquamation,  1-2  weeks  after  onset  of  illness,  particularly 

of  palms  and  soles. 

4.  Hypotension  (systolic  blood  pressure  <90  mm  Hg.  for 

adults  or  <5th  percentile  by  age  for  children  under  age 

16,  or  orthostatic  syncope) 

5.  Involvement  of  3 or  more  of  the  following  organ  systems: 

A.  Gastrointestinal  (vomiting  or  diarrhea  at  onset  of  ill- 
ness) 

B.  Muscular  (severe  myalgia  or  creatine  phosphokinase 
level  >2  times  the  laboratory  normals) 

C.  Mucous  membrane  (vaginal,  oropharyngeal,  or  con- 
junctival) hyperemia. 

D.  Renal  (BUN  or  creatinine  level  > 2 times  the  laboratory 
normals  or  >5  wbc/phf  in  the  absence  of  a UTI) 

E.  Hepatic  (total  bilirubin,  SGOT,  or  SGPT  >2  times 
the  laboratory  normals) 

F.  Hematologic  (platelets  < 100,000/mm3) 

G.  Central  nervous  system  (disorientation  or  alterations 
in  consciousness  without  focal  neurologic  signs  when 
fever  and  hypotension  are  absent) 

6.  Negative  results  on  the  following  tests  if  obtained: 

A.  Blood,  throat,  or  cerebrosponal  fluid  cultures 

B.  Serologic  tests  for  Rocky  Mountain  spotted  fever,  lep- 
tospirosis, or  measles 


Morbidity  and  Mortality  Weekly  Report,  September  19,  1980. 
p.  442. 

TSS  which  was  associated  with  staphylococci  of 
phage  group  I.  It  was  found  in  seven  children  aged 
8 to  1 7 years  who  had  sudden  fever,  headache,  sore 
throat,  diarrhea,  erythroderma,  acute  renal  failure, 
hepatic  abnormalities,  and  confusion.  The  patients 
all  had  hypotension  and  one  died.  The  survivors 
had  desquamation  of  the  hands  and  feet. 

Up  until  January  1980,  there  had  been  941  con- 
firmed cases  of  TSS  reported  to  the  Center  for  Dis- 
ease Control.  Of  these,  928  (99%)  were  in  women 
and  905  (98%)  of  these  women  were  menstruating 
at  the  time  of  the  disease.  Eleven  occurred  during 
the  postpartum  period.  The  range  of  the  women  was 
6-61  years  with  a mean  of  23  years.  The  range  for 
men  was  6-58  years  of  age  with  a mean  of  23.  Death 
occurred  in  73  cases  (case  fatality  ratio  of  7.8%)2. 
By  January  1980,  South  Dakota  had  reported  2 cases 
and  Minnesota  reported  128.  There  was  a drastic 
increase  in  the  reporting  of  TSS  in  1979  until  August 
of  1980,  and  then  a decline. 

It  was  in  May  1980  when  the  high  occurrence  of 
TSS  among  menstruating  women  was  published.3 
After  these,  studies  were  performed  by  CDC,  the 
Wisconsin  State  Department  of  Health  and  Social 
Services  and  the  Utah  State  Department  of  Health. 
In  the  CDC  study,  100%  (50  cases)  of  the  TSS  cases 
used  tampons  during  menstruation,  and  the  onset 
of  the  disease  was  during  menstruation.  Of  the  con- 
trols, 43  of  50  (86%)  used  tampons.  Of  52  cases, 
vaginal  cultures  were  taken  in  1 7 before  antibiotics 


were  started  and  94%  were  positive  for  staphylo- 
coccus aureus.4  Studies  of  normal  vaginal  flora  show 
that  this  organism  may  be  found  in  2-15%  of  normal 
human  vaginas.  In  the  Wisconsin  study,  34  of  35 
women  (97%)  used  tampons  during  the  menstrual 
period  at  the  onset  of  the  illness.  Eighty  of  105  con- 
trols (76%)  used  tampons  during  every  period.5 

In  the  CDC  study  there  was  no  significant  differ- 
ence found  between  patients  and  controls  in  marital 
status,  parity,  contraceptive  methods  used,  fre- 
quency of  sexual  intercourse,  frequency  of  inter- 
course during  menstruation,  brand  of  tampon  or 
sanitary  napkin  used,  absorbency  or  use  of  deo- 
dorized tampons.6 

Of  24  Wisconsin  patients  who  had  at  least  2 pe- 
riods since  the  illness,  10  (42%)  had  at  least  one 
recurrence.  The  first  recurrence  happened  within  two 
months  of  the  initial  episode.  One  of  nine  (11.1%) 
patients  receiving  penicillinase  resistant  antibiotics 
had  a recurrence  within  two  months  compared  to 
9 of  15  (60%)  who  did  not. 

The  incidence  of  the  disease  in  Wisconsin  was 
3.8/100,000  menstruating  women  per  year.  Davis 
published  an  incidence  of  6.2/100,000  in  the  New 
England  Journal  of  Medicine  in  December  1980. 

The  tampon  industry  estimated  about  70%  of  the 
menstruating  women  used  tampons  in  early  1980, 
and  by  late  1980  55%  were  using  tampons.  How 
the  tampons  contribute  to  the  onset  of  TSS  is  un- 
clear. It  may  be  that  the  organism  is  transferred 
from  fingers  or  the  introitus  on  insertion  of  the  tam- 
pon. The  tampon  may  injure  the  mucosa  so  that 
the  organism  can  locally  colonize  the  vagina.  It  may 
somehow  provide  a suitable  environment  for  the 
staphylococcal  growth  and  elaboration  of  a toxin. 
Before  1977,  tampons  were  made  of  rayon  and  cot- 
ton. Now  many  contain  polyacrylate  fiber,  carbox- 
ymethyl  cellulose,  high  absorbency  rayon-cellulose, 
and  polyester  foam.  No  tampons  are  sterilized  but 
staphylococcus  aureus  has  not  been  cultured  from 
unused  tampons. 

The  Rely  brand  tampons  were  taken  off  the  market 
on  September  22,  1980  because  it  had  been  shown 
to  cause  an  increase  risk  of  TSS  in  certain  studies 
(71%  of  cases  compared  to  26%  of  controls).7 

In  male  cases  and  in  female  cases  not  associated 
with  menstruation.  Staphylococcus  aureus  has  been 
isolated  from  focal  lesions.  All  isolates  of  this  or- 
ganism from  cases  of  TSS  examined  at  CDC  through 
September  1 980  were  penicillin  resistant.  No  person- 
to-person  transmission  has  been  reported. 

Let  us  examine  some  of  the  laboratory  data.  Our 
patient  had  hypocalcemia  and  hypophosphatemia. 
Nine  cases  in  Michigan  fulfilled  the  criteria  for  TSS 
and  had  hypocalcemia,  hypophosphatemia  and  hy- 
poalbuminemia.  The  calcitonin  levels  were  elevated 
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but  the  parathyroid  hormone  levels  were  variable.8 

What  is  actually  causing  the  TSS?  Staphylococci 
produce  enterotoxins,  leukocidins  which  inhibit 
phagocytosis,  and  exotoxins  which  cause  tissue  ne- 
crosis. Studies  have  been  done  to  try  to  purify  a 
toxin  that  may  be  causing  TSS.  Enterotoxin  F was 
isolated  in  61  (93.8%)  of  65  Staphylococcus  aureus 
strains  in  65  patients  with  TSS.  One  of  the  other 
strains  produced  enterotoxin  B and  another  enter- 
otoxin C.  Three  of  26  (11.5%)  similar  organisms 
produced  the  enterotoxin  F.  Five  (17.2%)  of  29  TSS 
patients  who  had  acute  sera  available  had  entero- 
toxin F antibody  of  titer  1:100  compared  to  44 
(78.6%)  of  56  controls.9  The  convalescent  titers  in- 
creased only  slightly  which  may  account  for  recur- 
rences. That  staphylococcal  enterotoxin  F can 
produce  the  TSS  in  an  animal  model  has  not  been 
shown. 

A pyrogenic  exotoxin  has  been  isolated  producing 
fever  in  test  animals  and  enhancing  susceptibility 
to  shock  and  subsequent  heart  and  liver  damage.10 
This  substance  was  named  exotoxin  C and  has  been 
demonstrated  to  be  immunologically  the  same  as 
enterotoxin  F. 

In  Todd’s  work,  the  toxin  caused  cleavage  at  or 
below  the  basal  layer  of  skin  which  is  different  from 
the  toxin  from  phage  group  II  in  scalded  skin  syn- 
drome. 

Staphylococcal  toxins  have  been  shown  to  de- 
granulate  platelets  and  relase  platelet  factor  3,  which 
enhances  coagulation,  as  well  as  serotonin  and  his- 
tamine which  may  cause  vasoconstriction." 

Treatment  is  quite  basic  and  consists  of  removing 
the  tampon  and  taking  cultures  from  both  the  tam- 
pon and  vagina  in  addition  to  blood,  urine,  nares, 
and  cerebrospinal  fluid.  The  patient  needs  hemo- 
dynamic support  with  electrolyte  containing  fluids 
and,  possibly,  drugs.  A respirator  may  also  be  nec- 
essary in  some  cases.  The  antibiotics  of  choice  would 
be  B-lactamase  resistant  drugs  such  as  nafcillin, 
methicillin,  or  cephalosporin.12 

Women  who  have  had  TSS  should  not  use  tam- 
pons for  many  months  after  the  illness.  If  Staphy- 
lococcus aureus  was  isolated  from  the  vagina,  they 
should  not  use  tampons  until  the  organism  has  been 
eradicated.  Using  external  pads  during  part  of  the 
period  or  not  using  high  absorbency  or  super  tam- 
pons may  be  helpful  in  decreasing  the  risk  of  re- 
current TSS.  Doctors  should  use  beta-lactamase 
resistant  antibiotics  after  appropriate  cultures  al- 
though these  may  not  improve  the  outcome,  but 


* Chairman  of  the  Department  of  Laboratory  Medicine,  Uni- 
versity of  South  Dakota,  and  Pathologist,  Sioux  Valley  Hospital, 
Sioux  Falls,  SD. 

**Family  Practitioner,  Central  Plains  Clinic  and  Sioux  Valley 
Hospital,  Sioux  Falls,  SD. 


they  do  seem  to  prevent  recurrences. 

In  summary,  TSS  appears  to  be  an  illness  that 
affects  many  organ  systems  and  is  most  frequently 
seen  in  menstruating  women— especially  those  using 
tampons.  Staphylococcus  aureus  is  usually  cultured 
from  the  vagina,  but  a toxin  may  be  the  cause  of 
the  syndrome.  Basic  life  support  is  necessary,  and 
B-lactamase  resistant  drugs  are  helpful  in  preventing 
some  recurrences. 

Dr.  Peters’  Diagnosis 
Toxic  Shock  Syndrome 

*DR.,  R.A.  JAQUA:  A case  of  toxic  shock  syndrome 
involving  both  a man  and  wife  has  been  reported. 
DR.  BARLOW:  Although  staphylococcus  aureus  has 
been  associated  with  toxic  shock  syndrome,  the  or- 
ganism may  simply  be  colonizing  the  vagina  or  other 
areas  in  the  patient  and  not  causing  an  infection.  I 
would  think  the  best  evidence  that  it  is  involved  in 
this  syndrome  is  the  fact  that  treatment  of  the  patient 
with  penicillinase  resistant  antibiotics  diminished 
the  likelihood  of  recurrence. 

**DR.  CHRISTINE  BUCY:  Are  blood  cultures  po- 
sitive for  staphylococcus  aureus? 

DR.  PETERS:  No.  One  of  the  criteria  for  the  disease 
is  that  the  blood  cultures  be  negative.  It  is  also  in- 
teresting that  the  antibodies  to  staphylococcal  an- 
tigens do  not  rise  in  this  disease.  This  may  suggest 
that  there  is  something  wrong  with  the  patient’s  im- 
mune status. 

DR.  BARLOW:  It  might  also  suggest  that  the  in- 
fection or  colonization  by  the  staphylococcus  is  only 
very  superficial  or  the  real  toxin  has  not  been  iden- 
tified. 
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CARE  FOR  YOUR  COUNTRY 

As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  investment* 
of  your  time.  You  will  broaden  your  professional  expe- 
rience  by  working  on  interesting  medical  projects  in  your 
community.  Army  Reserve  service  is  flexible,  so  it  won’t 
interfere  with  your  practice.  You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve  meetings.  You’ll  also 
attend  funded  continuing  medical  education  programs.  You 
will  all  share  the  bond  of  being  civic-minded  physicians  who 
are  also  commissioned  officers.  One  important  benefit  of  being  an  officer  is 
the  non-contributory  retirement  annuity  you  will  get  when  you  retire  from  the 
Army  Reserve.  To  find  out  more,  simply  call  the  number  below. 

ARMY  RESERVE.  BE  ALLYOU  CAN  BE. 


Please  phone  CPT  John  M.  Bray,  MSC  (collect)  at  1-612-854-7702/7328 
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Letters  To  The  Editor 


I am  honored  to  be  the  recipient  of  your  schol- 
arship award.  With  the  recent  loss  of  the  tuition 
waiver  program,  scholarships  are  needed  now  more 
than  ever  before.  I want  you  to  know  how  very 
much  my  wife  and  I appreciate  your  generous  con- 
tribution to  my  future.  We  have  just  moved  to  Sioux 
Falls  where  I’ll  finish  my  3rd  and  4th  years,  so  I’m 
sure  I will  get  the  chance  to  thank  you  in  person. 


Rich  Asper 
1904  S.  Grange 
Sioux  Falls,  SD 


FAMILY  PRACTICE  PHYSICIAN 
OR 

PRIMARY  CARE  ORIENTED  INTERNIST 

To  join  two  family  practice  physicians  and  a 
Board  certified  surgeon  in  a group  practice. 
Located  in  a community  of  2,500  in  Southwest 
Minnesota.  This  medical  clinic  is  supported 
by  a modern  30  bed  acute  care  hospital  and 
1 38  bed  skilled  long  term  care  facility.  Guar- 
anteed first  year  income,  will  pay  travel  ex- 
penses for  interview.  Interested  physicians 
send  curriculum  vitae  to: 

William  Wilson,  Administrator 
Springfield  Community  Hospital 
P.O.  Box  146 

Springfield,  Minnesota  560S7 
or  call  collect  (507)  723-4215  for  more  information. 


Family  Physician 

Family  Physician  to  join  three  Board  Certified 
Family  Physicians  in  a young  and  growing 
medical  practice  in  Central  Minnesota.  The 
practice  is  orientated  toward  Family  Practice 
Medicine  and  located  centrally  in  the  state  with 
quick  access  to  the  Minneapolis-St.  Paul  area. 
Both  practices  are  a short  distance  from  the  St. 
Cloud  area,  and  our  physicians  use  the  St. 
Cloud  Hospital  for  hospitalization  of  their  pa- 
tients. Cultural  and  recreational  activities  are 
abundant  in  this  area  of  Minnesota.  The  salary 
and  fringe  benefits  are  open  and  negotiable. 
If  interested,  please  contact  Thomas  J.  Newton, 
M.D.,  Medical  Director,  or  contact  Daryl  G.  Ma- 
thews, Administrator,  at  either  the  St.  Joseph 
or  the  Cold  Spring  Medical  Clinics,  26  North 
Red  River  Avenue,  COLD  SPRING,  MINNESOTA, 
56320,  or  call  collect  (612)  685-8641  or  (612) 
363-7765  in  ST.  JOSEPH,  MINNESOTA. 


FAMILY  PRACTICE 

S.W.  MISSOURI— Modern  and  progressive 
50  bed  hospital.  Good  coverage  and 
financial  guarantees.  Small  community  in 
the  Ozarks  close  to  medium  size  city. 
Call: 

Karlman  Associates 
680  Beach  St.,  Suite  348 
San  Francisco,  CA  94109 
(415)  775-1657 
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SURGICAL  SUPPORT  SERVICES  FOR  S.D. 
FAMILY  DOCTORS 
REPORT  OF  A SURVEY:  FALL,  1981 

Demographic  Data 

Questionnaire  sent  to  96  M.D.s  (64%  of  active 
membership)  in  47  South  Dakota  communities  < 
20,000  population  (94.7%  of  all  communities  with 
SDAFP  members). 

Responses  were  received  from  72  (74%)  of  the 
members. 

Questionnaire 
Rural  SDAFP  Practitioner 


1.  I practice  in  a community 
of 


2.  My  hospital(s)  (#  if  > 1 _ 
have  a bed  capacity 
(each)  of 

Two  hospitals 7 

No  hospital  1 


JL<1000 

20  1000-2500 

F7  2500-5000 
_8  5000-10,000 

20  >10,000 

13  <25 
35  25-50 

15  50-100 

_8  100-150 

0 >150 


FAMILY  PHYSICIANS 

6. 

My  surgeon(s)  is  a member  25 

Yes 

of  the  American  College  of  4 

No 

Surgeons.  _3 

Do  Not  Know 

7. 

My  surgeon(s)  is  a Diplo-  20 

Yes 

mate  of  the  American  4 

No 

Board  of  Surgery.  _8 

Do  Not  Know 

8. 

My  surgeon(s)  delegates  29 

Yes 

pre-operative  care  to  my 

No 

9. 

judgment,  subject  to  his 
evaluation  before  surgery. 

My  surgeon(s)  delegates  30 

Yes 

post-operative  care  of  the 

No 

patient  to  me. 

15 

Always 

5 

Sometimes 

10 

Always  sees 

12 

patient  post- 
op 

Sometimes 

sees 

patient  post- 
op 

3.  I utilize  the  services  of  30  Yes 
“out-of-city”  surgeons  to  37  No 
operate  on  my  patients  in 
our  hospital. 

If  the  above  answer  is  “No”  please  do  not  com- 
plete the  remainder,  but  please  do  return  the  form 
in  the  enclosed  envelope. 

If  the  above  answer  is  “Yes”  please  complete  the 
remainder  of  this  form  and  return. 


4.  My  surgeon(s)  are  of  the 
following  practice  type(s): 


27 

_5 

12 

2 


General 

Surgery 

Orthopedics 

Urologist 

OB 


5.  My  surgeon(s)’  primary  _2  <25  miles 
city  of  residence  and  sur-  J_2  25-50 

gical  practice  is  located  the  F2  50-100 
following  distance  from  my  3 > 100 
hospital.  3 > 1 50 


Core  Content  Review  Of  Family  Medicine 

The  fifteenth  annual  Core  Content  Review  in 
Family  Medicine,  complete  with  many  educational 
innovations,  will  again  be  offered  starting  in  Sep- 
tember, 1982.  This  program  is  endorsed  by  the 
Board  of  Directors  of  AAFP  and  developed  by  the 
Connecticut  and  Ohio  AFP. 

Registration  fee  is  $95.00  for  AAFP  members  and 
$ 1 1 5.00  for  non-members.  Family  Practice  residents 
may  participate  in  groups  of  4 or  more  at  the  reduced 
rate  of  $40.00  per  resident.  This  request  must  come 
from  the  director  of  the  residency  program.  Register 
no  later  then  August  23,  1982.  Make  checks  out  to 
Core  Content  Review  and  send  to: 

The  Core  Content  Review  of  Family  Medicine 
Conn.  & Ohio  Academies  of  Family  Physicians 
4075  North  High  Street 
Columbus,  OH  43214 


They  work  so 
well  together. 

One  of  man's  most  amazing  explo- 
rations and  scientific  adventures,  the 
successful  Gemini  flight  program 
was  a triumph  of  imagination  and— 
teamwork.  Two  men  learned  to 
operate  in  space,  to  rendezvous,  to 
dock,  and  to  work  outside  their 
spacecraft  in  the  hard  vacuum  of 
outer  space.  Not  only  did  they  coor- 
dinate their  efforts  with  ground 
backup,  they  also  complemented 
each  other's  activities  within  the 
close  confines  of  the  space  capsule. 
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Anusol-HC 


8c  Tucks 


..another  well-known  pair  that 
vorks  so  well  together!  Ninety- 
ive  percent  oi  colon /rectal 
;u rgeons  surveyed*  added 
Tucks  pads  concomi- 
tantly to  hemorrhoidal 
treatment  programs 
they  recommended. 


Anusol-HC * 

Suppositories  / Cream 
with  Hydrocortisone  Acetate 
The  # 7 physician-prescribed  product  for  hemor- 
rhoids and  other  common  anorectal  disorders ** 

□ A n tiin  flam  mat  or  v,  to  relieve  edema,  burning, 
itching,  pain 

□ Astringent,  to  help  promote  healing 

□ Emollient,  for  easier  bowel  movements  and 
soothing  relief  of  local  trauma 

And,  when  pain  is  a special  problem,  Anusol 
Ointment  offers  the  benefits  of  the  anesthetic, 
pramoxine  HCI. 


ANUSOL-HC*  Suppositories/ 
ANUSOL-HC*  Cream 

Before  prescribing,  please  see  full  prescribing  information. 

A Brief  Summary  follows: 
Indications  and  Usage:  Anusol-HC  Suppositories  and 
Anusol-HC  Cream  are  adjunctive  therapy  for  the 
symptomatic  relief  of  pain,  itching  and  discomfort  in 
external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis,  and  fissures,  incomplete  fistulas,  pruritus  ani  and 
relief  of  local  pain  and  discomfort  following  anorectal 
surgery, 

Anusol-HC  is  especially  indicated  when  inflammation  is 
present.  After  acute  symptoms  subside,  most  patients  can 
be  maintained  on  regular  Anusol®  Suppositories  or 
Ointment, 
CONTRAINDICATIONS 
Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the 
preparations, 
WARNINGS 

The  safe  use  of  topical  steroids  during  pregnancy  has  not 
been  fully  established.  The  retore,  during  pregnancy,  they 
should  not  be  used  unnecessarily  on  extensive  areas,  in 
large  amounts  or  for  prolonged  periods  of  time. 

PRECAUTIONS 

General 

Symptomatic  relief  should  not  delay  definitive  diagnoses  or 

treatment. 

Prolonged  or  excessive  use  of  corticosteroids  might 
produce  systemic  effects. 


TUCKS ® 

Pre-Moistened  Hemorrhoidal / Vaginal  Pads 
The  # 7 hemorrhoidal  pad*  for  added  external  relief 
and  gentle  cleansing  of  fecal  residue 
□ Soothes,  cools,  comforts  the  irritation  and  itch  of 
hemorrhoids  and  other  common  anorectal  dis- 
orders 


If  irritation  develops,  Anusol-HC  Suppositories  and  Anusol- 
HC  Cream  should  be  discontinued  and  appropriate  therapy 

instituted. 

In  the  presence  of  an  infection  the  use  of  an  appropriate 
antifungal  or  antibacterial  agent  should  be  instituted.  If  a 
favorable  response  does  not  occur  promptly,  the 
corticosteroid  should  be  discontinued  until  the  infection  has 
been  adequately  controlled. 
Anusol-HC  is  not  for  ophthalmic  use. 

Pregnancy 
See  "WARNINGS" 
Pediatric  Use 


□ Hygienic  rectal  wipe— an  integral  part  of  the 
anorectal  regimen 

Once  pain  and  inflammation  subside,  for  dual 
action  recommend  regular  ANUSOL®— to  maintain 
patient  comfort— and  TUCKS6— to  maintain  patient 
anorectal  hygiene. 

PARKE-DAVIS  4 Meeting  of  Am  Soc  Colon/Rectal  Surgeons,  May  1980. 

..  44 Based  on  total  prescriptions  filled  for  hemorrhoidal  preparations  during  the 

rvarner-Lambert  Company  firs f three  quarters  of  1981.  The  National  Prescription  Audit,  IMS  America  Ltd 

vtorris  Plains.  NJ  07950  Sept  1981. 

1 1981  data  from  leading  marketing  research  organization 
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Care  should  be  taken  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  and  infants. 

DOSAGE  AND  ADMINISTRATION 
Anusol-HC  Suppositories— Adults:  Remove  foil  wrapper  and 
insert  suppository  into  the  anus.  Insert  one  suppository  in 
the  morning  and  one  at  bedtime  for  3 to  6 days  or  until 
inflammation  subsides.  Then  maintain  comfort  with  regular 
Anusol  Suppositories. 
Anusol-HC  Cream-Adults:  After  gentle  bathing  and  drying 
of  the  anal  area,  remove  tube  cap  and  apply  to  the  exterior 
surface  and  gently  rub  in.  For  internal  use,  attach  the 
plastic  applicator  and  insert  into  the  anus  by  applying 
gentle  continuous  pressure.  Then  squeeze  the  tube  to 
deliver  medication.  Cream  should  be  applied  3 or  4 times  a 
day  for  3 to  6 days  until  inflammation  subsides.  Then 
maintain  comfort  with  regular  Anusol  Ointment. 
NOTE:  If  staining  from  either  of  the  above  products  occurs, 
the  stain  may  be  removed  from  fabric  by  hand  or  machine 
washing  with  household  detergent. 
Store  between  59°-86°E  |15°-30°C) 
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WHEN  YOU  HAVE  QUESTIONS, 
WE  FIND  THE  ANSWERS. 


Whether  it  involves  a specific 
claim  payment,  or  a more  general 
inquiry,  just  give  us  a call. 

SOUTH  DAKOTA 
Vrjy  BLUE  SHIELD 

We'll  do  our  best  to  give  you 
a complete,  straightforward 
response. 

Peter  Galindo 
Judee  Schlosser 
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336-1976 

If  YOU  have  a question,  we'll 
find  the  answer. 

Randy  Tuffs 
Rapid  City 
343-6755 
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Transactions  Of  The 
South  Dakota  State  Medical  Association 
101st  Annual  Meeting 
May  20,  21,  22,  23,  1982 


1982-1983  OFFICERS 
President 

Durward  Lang,  M.D Sioux  Falls 

President-Elect 

Joseph  Hamm,  M.D Sturgis 

Vice  President 

Howard  Saylor,  Jr.,  M.D Huron 

Secretary-Treasurer  (1984) 

W.  O.  Rossing,  M.D Sioux  Falls 

AMA  Delegate  (1984) 

Gerald  E.  Tracy,  M.D Watertown 

AMA  Alternate  Delegate  (1984) 

Russell  Harris,  M.D Rapid  City 

Chairman  of  the  Council 

Richard  Gere,  M.D Mitchell 

Speaker  of  the  House  of  Delegates 

Arthur  Barrett,  M.D Rapid  City 

Councilor  at  Large 

Bruce  Lushbough,  M.D Brookings 

COUNCILORS 
First  District  (Aberdeen) 

B.  C.  Gerber,  M.D.  (1983) Aberdeen 

J.  A.  Eckrich,  Jr.,  M.D.  (1984) Aberdeen 

Second  District  (Watertown) 

G.  Robert  Bartron,  M.D.  (1983) Watertown 

Third  District  (Brookings-Madison) 

A.  A.  Lampert,  Jr.,  M.D.  (1984) Madison 

Fourth  District  (Pierre) 

R.  C.  Jahraus,  M.D.  (1983) Pierre 

Fifth  District  (Huron) 

David  Buchanan,  M.D.  (1984)  Huron 

Sixth  District  (Mitchell) 

Richard  G.  Gere,  M.D.  (1984)  Mitchell 

Seventh  District  (Sioux  Falls) 

Michael  Pekas,  M.D.  (1984) Sioux  Falls 

Guy  Tam,  M.D.  (1983) Sioux  Falls 

Larry  Sittner,  M.D.  (1983) Sioux  Falls 

R.  E.  Gunnarson,  M.D.  (1985) Sioux  Falls 

Lowell  Hyland,  M.D.  (1984) Sioux  Falls 

Eighth  District  (Yankton) 

Richard  Porter,  M.D.  (1985) Yankton 

Frank  Messner,  M.D.  (1983) Yankton 

Ninth  District  (Rapid  City) 

Roger  Millea,  M.D.  (1984) Rapid  City 

Robert  L.  Ferrell,  M.D.  (1985) Rapid  City 

(1983) 

Tenth  District  (Rosebud) 

M.  George  Thompson,  D.O.  (1985) Gregory 

Eleventh  District  (Northwest) 

James  Wunder,  M.D.  (1985) Mobridge 


Twelfth  District  (Whetstone  Valley) 

Joseph  Kass,  M.D.  (1985) Rosholt 

Student  Representative 

ALTERNATE  COUNCILORS 
First  District  (Aberdeen) 

G.  H.  Steele,  M.D.  (1983)  Aberdeen 

Juan  Chavier,  M.D.  (1984) Aberdeen 

Second  District  (Watertown) 

James  Larson,  M.D.  (1983) Watertown 

Third  District  (Brookings-Madison) 

Curtis  Wait,  M.D.  (1984) Brookings 

Fourth  District  (Pierre) 

M.  R.  Cosand,  M.D.  (1983) Pierre 

Fifth  District  (Huron) 

G.  Robert  Bell,  M.D.  (1984) DeSmet 

Sixth  District  (Mitchell) 

(1984) 

Seventh  District  (Sioux  Falls) 

Dennis  Johnson,  M.D.  (1984) Sioux  Falls 

Gerald  Loos,  M.D.  (1983)  Sioux  Falls 

Richard  Tschetter,  M.D.  (1983) Sioux  Falls 

D.  G.  Ortmeier,  M.D.  (1984) Sioux  Falls 

Lawrence  Finney,  M.D.  (1985) Sioux  Falls 

Eighth  District  (Yankton) 

Jay  Hubner,  M.D.  (1985) Yankton 

John  Willcockson,  M.D.  (1983) Yankton 

Ninth  District  (Rapid  City) 

N.  R.  Whitney,  M.D.  (1985) Rapid  City 

(1983) 

Ed  James,  M.D.  (1984) Rapid  City 

Tenth  District  (Rosebud) 

R.  G.  Nemer,  M.D.  (1985) Gregory 

Eleventh  District  (Northwest) 

L.  M.  Linde,  M.D.  (1985) Mobridge 

Twelfth  District  (Whetstone  Valley) 

(1985) 

Student  Representative 


1982-1983  COMMISSIONS 

COMMISSION  ON  LEGISLATION  AND 
GOVERNMENTAL  RELATIONS 
Stephen  Haas,  M.D.,  Chairman  (1983)  Rapid  City 
V.  Janavs,  M.D.  (1984)  Milbank 
Ronold  Tesch,  M.D.  (1984)  Brookings 
Raymond  Burnett,  M.D.  (1984)  Rapid  City 
Robert  Meyer,  M.D.  (1984)  Watertown 
Robert  McGee,  M.D.  (1984)  Aberdeen 
James  Reynolds,  M.D.  (1985)  Sioux  Falls 
Richard  Brinkman,  M.D.  (1985)  Yankton 
Richard  Friess,  M.D.  (1985)  Sioux  Falls 
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David  Rossing,  M.D.  (1985)  Sioux  Falls 
Walter  Baas,  M.D.  (1985)  Mitchell 
B.  O.  Lindbloom,  M.D.  (1983)  Pierre 
Bill  Church,  M.D.  (1983)  Sioux  Falls 
L.  W.  Karlen,  M.D.  (1983)  DeSmet 
Patrick  McGreevy,  M.D.  (1983)  Sioux  Falls 
Ellen  Kunz,  Auxiliary 
Duane  Buholz,  Clinic  Manager 
Mel  Thomas,  M.D.,  Resident  Member 
Student  Member 

COMMISSION  ON  INTERNAL  AFFAIRS, 
COMMUNICATIONS  AND  LIAISON 
Jay  Hubner,  M.D.,  Chairman  (1985)  Yankton 
Lawrence  Finney,  M.D.  (1984)  Sioux  Falls 
Richard  Hockett,  M.D.  (1984)  Mitchell 
Wm.  G.  H.  Huet,  M.D.  (1984)  Huron 
Karl  Kosse,  M.D.  (1984)  Aberdeen 
William  Quick,  M.D.  (1984)  Yankton 
Louis  Hogrefe,  M.D.  (1985)  Gregory 
Clark  Likness,  M.D.  (1985)  Watertown 
J.  F.  Barlow,  M.D.  (1985)  Sioux  Falls 
Allan  Hartzell,  M.D.  (1985)  Sioux  Falls 
Barry  Welge,  M.D.  (1983)  Aberdeen 
Jeffrey  Peterson,  M.D.  (1983)  Mobndge 
L.  F.  Nelson,  M.D.  (1983)  Webster 
Werner  Klar,  M.D.  (1983)  Fort  Meade 
R.  E.  Van  Demark,  M.D.  (1983)  Sioux  Falls 
Student  Member 

COMMISSION  ON  MEDICAL  SERVICE 

Loyd  Wagner,  M.D.,  Chairman  (1984)  Sioux  Falls 

Michael  Ferrell,  M.D.  (1984)  Sioux  Falls 

John  Knecht,  M.D.  (1984)  Martin 

P.  K.  Aspaas,  Jr.,  M.D.  (1984)  Sioux  Falls 

Tom  Huber,  M.D.  (1984)  Pierre 

E.  T.  Ruud,  M.D.  (1985)  Hot  Springs 

Kennon  Broadhurst,  M.D.  (1985)  Aberdeen 

Curtis  Wait,  M.D.  (1985)  Brookings 

Anthony  Petres,  M.D.  (1985)  Salem 

John  Hoskins,  M.D.  (1985)  Sioux  Falls 

Lowell  Swisher,  M.D.  (1983)  Kadoka 

J.  A.  Rud,  M.D.  (1983)  Watertown 

Lee  Ahrlin,  M.D.  (1983)  Rapid  City 

Curtis  Liedtke,  D.O.  (1983)  Sturgis 

Jay  Bachmayer,  M.D.  (1983)  Aberdeen 

Steven  Neish,  Student  Member 


COMMISSION  ON  SCIENTIFIC  MEDICINE 
A.  J.  Janusz,  M.D.,  Chairman  (1985)  Aberdeen 
Loren  Amundson,  M.D.  (1984)  Sioux  Falls 
G.  Robert  Bell,  M.D.  (1984)  DeSmet 
Julie  Stevens,  M.D.  (1984)  Yankton 
Robert  Talley,  M.D.  (1984)  Sioux  Falls 
George  Jenter,  D.O.  (1984)  Sturgis 
Harvey  Hart,  M.D.  (1985)  Aberdeen 
Robert  Raszkowski,  M.D.  (1985)  Sioux  Falls 
V.  V.  Volin,  M.D.  (1985)  Sioux  Falls 
Gene  Koob,  M.D.  (1985)  Sioux  Falls 
David  Elson,  M.D.  (1983)  Sioux  Falls 
Wm.  O.  Hanson,  M.D.  (1983)  Huron 
R.  R.  Thornton,  M.D.  (1983)  Yankton 
Wm.  Tschetter,  M.D.  (1983)  Rapid  City 
Gilbert  English,  M.D.  (1983)  Sioux  Falls 
Student  Member 

PROFESSIONAL  LIABILITY  COMMISSION 
Morris  Radack,  M.D.,  Chairman  (1984)  Yankton 
Dale  Bcrkebile,  M.D.  (1984)  Rapid  City 
E.  W.  Sanderson,  M.D.  (1984)  Sioux  Falls 
James  Hovland,  M.D.  (1983)  Aberdeen 
Robert  Nelson,  M.D.  (1983)  Sioux  Falls 
Donald  Kelley,  M.D.  (1983)  Rapid  City 
Frank  Alvine,  M.D.  (1985)  Sioux  Falls 


Jerry  Walton,  M.D.  (1985)  Sioux  Falls 
Richard  Wake,  M.D.  (1985)  Brookings 

CREDENTIALS  COMMISSION 
AND  EXECUTIVE  COMMISSION 
Durward  Lang,  M.D.,  Sioux  Falls 
Joseph  Hamm,  M.D.,  Sturgis 
Howard  Saylor,  Jr.,  M.D.,  Huron 
W.  O.  Rossing,  M.D.,  Sioux  Falls 
Gerald  E.  Tracy,  M.D.,  Watertown 
Russell  Harris,  M.D.,  Rapid  City 
Richard  Gere,  M.D.,  Mitchell 
Bruce  Lushbough,  M.D.,  Brookings 
Arthur  J.  Barrett,  M.D.,  Rapid  City 

GRIEVANCE  COMMISSION 

Duane  B.  Reaney,  M.D.,  Chairman  (1985)  Yankton 

Russell  Harris,  M.D.  (1984)  Rapid  City 

Winston  B.  Odland,  M.D.  (1986)  Aberdeen 

James  Ryan,  M.D.  (1983)  Sioux  Falls 

Bruce  Lushbough,  M.D.  (1987)  Brookings 

LONG  RANGE  PLANNING  COMMITTEE 
Gerald  Loos,  M.D.,  Chairman  (1985)  Sioux  Falls 
W.  Nicol  Guddal,  M.D.  (1983)  Watertown 
David  Smith,  M.D.  (1983)  Yankton 
Richard  Honke  II,  M.D.  (1985)  Wagner 

R.  G.  Nemer,  M.D.  (1984)  Gregory 
Michael  Haley,  M.D.  (1984)  Mitchell 

ARCHIVES  AND  HISTORY  COMMISSION 
C.  J.  McDonald,  M.D.,  Chairman  (1983)  Sioux  Falls 
C.  B.  McVay,  M.D.  (1983)  Yankton 
David  Buchanan,  M.D.  (1983)  Huron 
Virginia  Tracy  (1983)  Auxiliary 
(1983) 

LIAISON  COMMITTEE 

John  T.  Elston,  M.D.,  Chairman  (1983)  Rapid  City 

Frank  Messner,  M.D.  (1983)  Yankton 

Robert  Ferrell,  M.D.  (1983)  Rapid  City 

George  Thompson,  D.O.  (1983)  Gregory 

James  Monfore,  M.D.  (1983)  Miller 

Winston  Odland,  M.D.  (1983)  Aberdeen 

S. D.  HUMAN  SERVICES  CENTER 
MEDICAL  ADVISORY  COMMITTEE 
Thomas  Willcockson,  M.D.  (1983)  Yankton 
Loyd  Wagner,  M.D.  (1983)  Sioux  Falls 
Kenneth  Halverson,  M.D.  (1983)  Yankton 
Richard  Renka,  M.D.  (1983)  Rapid  City 


REPORT  OF  THE 

BUDGET  AND  AUDIT  COMMITTEE 

May  20,  1982  Howard  Johnson,  Rapid  City,  SD 

The  meeting  was  called  to  order  at  8:30  a.m.  by  Jay  Hubner, 
M.D.,  chairman.  Present  for  roll  call  were  Drs.  Hubner,  Bruce 
Lushbough,  Durward  Lang,  Joseph  Hamm,  Winston  Odland, 
Howard  Saylor,  and  Mr.  Robert  Johnson  and  Mrs.  Patty  Butler. 

The  committee  reviewed  the  CPA  Audit  prepared  by  Mc- 
Gladrey  Hendrickson  & Company.  Mr.  Johnson  reviewed  the 
audit  for  the  information  of  the  committee.  Dr.  Lushbough  moved 
that  the  Budget  and  Audit  Committee  accept  the  audit  as  sub- 
mitted. The  motion  was  seconded  and  carried. 

The  meeting  adjourned  at  9:45  a.m. 


FIRST  COUNCIL  MEETING  MINUTES 

10:00  a.m.  Howard  Johnson  Motor  Lodge 

Thursday,  May  20,  1982  Rapid  City,  South  Dakota 

The  meeting  was  called  to  order  by  Chairman  Richard  Gere, 
M.D.  Those  present  for  roll  call  were  Doctors  Bruce  Lushbough, 
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Durward  Lang,  Joseph  Hamm,  Howard  Saylor,  G.  E.  Tracy, 
Russell  Harris,  Winston  Odland,  J.  A.  Eckrich,  Jr„  G.  Robert 
Bartron,  R.  C.  Jahraus,  David  Buchanan,  Michael  Pekas.  Guy 
Tam,  Lowell  Hyland,  D.  G.  Ortmeier,  N.  R.  Whitney,  Jay  Hubner, 
Charles  Monson,  Richard  Porter,  Frank  Messner,  Robert  Ferrell, 
A.  J.  Barrett,  M.  G.  Thompson,  James  Wunder.  Guests  present 
were  J.  B.  Gregg,  M.D.,  W.  F.  Stanage,  M.D.  and  Robert  Quinn, 
M.D. 

A motion  was  made  by  Dr.  Buchanan  to  accept  the  minutes 
of  the  April.  1982,  Council  meeting  as  printed  and  distributed. 
The  motion  was  seconded  and  carried. 

I.  PHYSICIANS  SERVING  WITH  THE  DEPARTMENT 
OF  HEALTH 

Dr.  Stanage  discussed  with  the  Council  the  positions  which 
he  and  Dr.  Gregg  have  with  the  State  Health  Department. 
He  stated  it  is  their  intention  to  maintain  open  commu- 
nication channels  between  the  State  Health  Department 
and  members  of  the  Medical  Association. 

II.  REPORT  ON  THE  MEDICAL  SCHOOL 

Dr.  Quinn  presented  information  on  the  medical  school 
for  the  Council’s  consideration.  Dr.  Lushbough  moved  that 
the  Medical  Association  reaffirm  its  support  of  the  four- 
year  medical  school.  The  motion  was  seconded.  Dr.  Saylor 
moved  to  amend  the  previous  motion  to  include  a roll  call 
vote.  The  amendment  was  seconded  and  carried.  The  motion 
as  amended  was  seconded  and  carried  unanimously.  The 
Council  expressed  its  appreciation  for  having  Dr.  Quinn 
named  acting  dean  of  the  medical  school. 

III.  CPA  AUDIT 

Dr.  Lushbough  presented  the  report  of  the  Budget  and 
Audit  Committee  concerning  the  CPA  Audit.  Dr.  Saylor 
moved  to  accept  the  audit  as  recommended  by  the  Budget 
and  Audit  Committee.  The  motion  was  seconded  and  car- 
ried. 

IV.  COALITION  CONCEPT 

Information  on  the  coalition  concept  was  presented  by 
Dr.  Lushbough.  Dr.  Tracy  moved  to  introduce  the  proposed 
resolution  as  follows  to  the  House  of  Delegates. 
WHEREAS,  The  American  Medical  Association  initiated 
in  1 978  a program  designed  to  establish  im- 
proved and  ongoing  communication  with 
the  nation’s  business  and  industrial  com- 
munity; and 

WHEREAS,  This  program  has  elevated  the  business 
community’s  awareness  of  AMA’s  vital  in- 
terest and  concern  in  the  rising  costs  of 
health  care  and  the  burden  of  federal  reg- 
ulations; and 

WHEREAS,  The  benefit  of  joint  meetings  between  local 
major  industries  and  state/local  district 
medical  societies  will  benefit  physicians  as 
well  as  the  public;  therefore  be  it 
RESOLVED,  That  the  House  of  Delegates  of  the  South 
Dakota  State  Medical  Association  empower 
it's  Executive  Commission  to  analyze  the 
need  for  the  formation  of  a medicine  and 
business  coalition  in  South  Dakota. 

The  motion  was  seconded  and  carried. 

V.  HONORARY  MEMBERSHIP 

Dr.  Messner  moved  that  Dr.  C.  B.  McVay  be  granted 
honorary  life  membership  in  the  South  Dakota  Medical 
Association.  The  motion  was  seconded  and  carried. 

VI.  REPORT  OF  NURSERY  SUPERVISORY  COMMIT- 
TEE 

The  Nursery  Supervisory  Committee  report  was  presented 
by  Dr.  Stanage.  Dr.  Hamm  moved  to  accept  the  report  for 
information  only.  The  motion  was  seconded  and  carried. 

VII.  LICENSURE  OF  RADIOLOGICAL  TECHNOLOGISTS 
Bob  Johnson  reported  that  he  has  been  informed  that  the 
radiological  technologists  may  be  seeking  licensure  status, 
and  that  the  State  Association  is  on  record  opposing  such 
licensure.  Dr.  Saylor  moved  that  this  be  accepted  for  in- 
formation only.  The  motion  was  seconded  and  carried. 

VIII.  PUBLIC  HEALTH  NURSES 

The  Council  reviewed  a letter  from  the  Hand  County  Clinic 


outlining  problems  they  have  encountered  with  public 
health  nurses.  Dr.  Saylor  moved  that  the  letter  from  Hand 
County  Clinic  be  referred  to  the  Liaison  Committee  for 
further  investigation  and  discussion  with  representative  of 
the  Health  Department.  The  motion  was  seconded  and 
carried. 

IX.  INDIAN  HEALTH  SERVICE 

The  Council  reviewed  letters  from  Senator  Pressler  and 
Senator  Abdnor  in  response  to  the  Association’s  request 
to  help  alleviate  problems  with  the  IHS.  Dr.  Saylor  moved 
to  accept  the  letters  from  Senator  Abdnor  and  Senator 
Pressler  regarding  IHS  for  information  only.  The  motion 
was  seconded  and  carried. 

X.  STATE  LABORATORY 

Information  on  Executive  Commission  conference  calls 
with  regard  to  a proposal  for  a state  laboratory  was  pre- 
sented by  Dr.  Lushbough.  Dr.  Lushbough  moved  to  endorse 
the  Commission's  recommendation  authorizing  the  Ex- 
ecutive Secretary  to  correspond  with  the  Board  of  Charities 
and  Corrections  expressing  the  Medical  Association's  will- 
ingness to  w ork  with  the  Board  of  Charities  and  Corrections 
in  resolving  this  problem.  The  motion  was  seconded  and 
carried. 

XL  TV  PUBLIC  SERVICE  PROGRAM 

Bob  Johnson  presented  information  on  a public  service 
program  produced  by  K.SFY  TV  utilizing  residents  from 
the  family  practice  residency  program.  Dr.  Lang  moved 
that  the  president  contact  Dr.  Cloar  and  inform  him  of  the 
Medical  Association’s  concerns  regarding  such  pubic  serv- 
ice programs.  The  motion  was  seconded  and  carried. 

XII.  PERTUSSIS  IMMUNIZATIONS 

Dr.  Whitney  informed  the  Council  of  a TV  program  that 
questioned  the  value  of  pertussis  immunizations.  He  also 
reported  that  a public  service  message  advocating  pertussis 
immunizations  has  come  out  in  response  to  this. 

XIII.  FILM  ON  NUCLEAR  WARFARE 

Dr.  Lushbough  announced  that  he  had  a film  dealing  with 
the  medical  aspects  of  nuclear  warfare  that  he  would  show 
at  5 p.m.,  Friday,  May  21,  and  2 p.m.,  Saturday,  May  22. 

The  meeting  adjourned  at  12:20  p.m. 

SECOND  COUNCIL  MEETING  MINUTES 

10:30  a.m.  Howard  Johnson  Motor  Lodge 

Sunday,  May  23,  1982  Rapid  City,  South  Dakota 

The  meeting  was  called  to  order  by  Richard  Gere,  M.D.,  Chair- 
man. Those  present  for  roll  call  included  Doctors  Durward  Lang, 
Joseph  Hamm,  Howard  Saylor,  Gerald  Tracy,  Richard  Gere,  A. 
J.  Barrett,  Bruce  Lushbough,  J.  A.  Ecknch,  A.  A.  Lampert,  Jr., 
David  Buchanan,  Michael  Pekas,  Guy  Tam,  Richard  Porter, 
Frank  Messner,  Roger  Millea,  Nathaniel  Whitney  and  George 
Thompson. 

Dr.  Saylor  moved  to  dispense  with  the  minutes  of  the  previous 
meeting  inasmuch  as  they  will  be  published.  The  motion  was 
seconded  and  carried. 

I.  INTRODUCTION  OF  NEW  COUNCILORS 

Dr.  Gere  introduced  R.  Richard  Porter,  a new  councilor 
representing  the  Yankton  District  Medical  Society,  and 
acknowledged  Dr.  Joseph  Kass,  the  new  councilor  from 
the  Whetstone  Valley  District. 

II.  ELECTION  OF  COUNCIL  CHAIRMAN 
Nominations  were  in  order  for  Chairman  of  the  Council. 
Dr.  Saylor  nominated  Dr.  Richard  Gere  and  moved  that 
nominations  cease  and  a unanimous  ballot  be  cast  for  Dr. 
Gere.  The  motion  was  seconded  and  carried. 

III.  ELECTION  OF  SECRETARY-TREASURER 
Nominations  were  in  order  for  Secretary-Treasurer.  Dr. 
Lushbough  nominated  Dr.  William  O.  Rossing  and  moved 
that  nominations  cease  and  a unanimous  ballot  be  cast  for 
Dr.  Rossing.  The  motion  was  seconded  and  carried. 

IV.  1982  - 1983  MEETING  DATES 

The  Council  reviewed  the  proposed  Council  and  Com- 
mission meeting  dates  for  1 982  - 1983.  Dr.  Messner  moved 
that  the  proposed  dates  be  accepted.  The  motion  was  sec- 
onded and  carried. 
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V.  REVIEWS  FOR  PRIVATE  INSURANCE  COMPANIES 
Mr.  Johnson  reported  that  the  Board  of  Directors  of  the 
South  Dakota  Foundation  for  Medical  Care  met  and  con- 
sidered requests  to  do  quality  and  length  of  stay  review 
for  private  insurance  companies,  exclusive  of  fee  review. 
This  was  presented  for  the  Council’s  information. 

VI.  HEALTH  DEPARTMENT  REPRESENTATIVE  AT 
COUNCIL  MEETINGS 

The  Council  discussed  inviting  a representative  of  the 
Health  Department  to  attend  future  meetings.  Dr.  Tracy 
moved  that  the  Council  invite  a medical  representative  to 
future  Council  meetings.  The  motion  was  seconded  and 
carried. 

VII.  HONORARY  MEMBERSHIP 

Dr.  Barrett  moved  that  the  Council  name  William  J.  Perry, 
M.D.,  an  honorary  member  of  the  State  Medical  Asso- 
ciation. The  motion  was  seconded  and  carried. 

The  meeting  adjourned  at  1 1 a.m. 


REMARKS  BY  ALAN  R.  NELSON,  M.D., 
MEMBER,  AMA  BOARD  OF  TRUSTEES 

Dr.  Nelson  stated  that  the  AMA  is  participating  in  the  de- 
velopment of  a national  health  policy.  Although  physicians  may 
not  agree  with  all  principles  of  this  policy,  he  encouraged  continued 
physician  participation  so  that  the  policy  will  be  representative 
of  medicine’s  thinking  and  will  be  amenable  to  physicians  as 
well  as  the  public  and  government.  In  the  same  vein,  he  rec- 
ommended that  organized  medicine  participate  in  establishing 
coalitions  and  discussions  with  business  rather  than  being  left 
out  of  the  planning  and  hearing  only  the  decisions. 

Dr.  Nelson  reported  that  the  AMA’s  financial  situation  has 
improved  considerably  during  the  past  several  years  placing  the 
AMA  in  sound  financial  condition.  To  ensure  continued  sound 
finances  the  AMA  will  implement  the  approved  dues  increment 
for  1983. 

For  the  forseeable  future  Dr.  Nelson  thinks  health  care  costs 
will  be  a major  concern  and  priority  for  physicians,  the  public 
and  government.  Statistics  indicate  that  health  care  costs  in  1981 
exceeded  $280  billion;  20%  of  which  is  directly  attributed  to 
physicians  and  75%  attributed  to  physician  orders.  Dr.  Nelson 
reiterated  the  many  benefits  available  to  members  of  the  AMA 
and  encouraged  all  physicians  to  join. 


MINUTES  OF  THE  FIRST  HOUSE  OF 
DELEGATES  MEETING 

Friday  Howard  Johnson  Motor  Lodge 

May  21,  1982  Rapid  City,  S.D. 

The  meeting  was  called  to  order  at  8:30  a.m.  by  Howard  Saylor, 
M.D.,  Speaker  of  the  House  of  Delegates.  Mr.  Johnson,  Executive 
Secretary,  took  the  roll  call  with  the  following  members  present: 
Drs.  Bruce  Lushbough,  Durward  Lang,  Joseph  N.  Hamm,  Howard 
Saylor,  G.  E.  Tracy,  Russell  Hams,  Winston  Odland,  J.  A.  Eckrich, 
Jr.,  G.  Robert  Bartron.  R.  C.  Jahraus,  David  Buchanan,  Richard 
G.  Gere,  Guy  Tam,  Denny  Ortmeier,  Lowell  Hyland,  Michael 
Pekas,  Richard  Porter,  Frank  Messner,  Robert  L.  Ferrell,  Roger 
Millea,  M.  George  Thompson,  James  Wunder,  John  Christopher, 
Granville  Steele,  Karl  Zvejnieks,  Parry  S.  Nelson,  T.  J.  Wrage, 
Jr.,  Richard  Wake,  C.  S.  Roberts,  John  B.  Davis,  Wm.  G.  M. 
Huet.  Emil  Hofer,  Charles  Monson,  Judson  Mabee,  John  Ochsner, 
Gail  Benson,  Jeffrey  Hagen,  Neil  Elkjer,  Daniel  Kennelly,  Gene 
Koob,  T.  H.  Bhatti,  Thomas  White,  Bradley  Randall,  Jay  Hubner, 
Kenneth  Halverson,  John  Sternquist,  Richard  Renka,  James 
Jackson,  Theodore  Jacobson,  Nathaniel  Whitney,  C.  F.  J.  Blunck, 
R.  Gene  Nemer,  David  Yecha,  and  Mike  Farritor,  resident  del- 
egate. The  student  delegate  was  Robert  Preston. 

Dr.  Lushbough,  president  of  the  State  Medical  Association, 
was  introduced  by  Dr.  Saylor  and  Dr.  Lushbough  introduced  the 
president  of  the  SDSMA  Auxiliary,  Mrs.  Lushbough,  who  gave 
a message  of  greeting  to  the  House  of  Delegates.  Mrs.  Lushbough 
then  introduced  Mrs.  Isobel  Dvorsky,  the  National  Auxiliary 


president,  who  briefly  addressed  the  House  of  Delegates. 

Dr.  Lushbough  then  introduced  Joseph  Hamm,  M.D.,  president 
of  the  Medical  School  Endowment  Association  who  presented 
two  Distinguished  Service  Awards  on  behalf  of  the  Endowment 
Association.  The  award  recipients  were  Mrs.  Mattie  Hersrud  and 
Mr.  John  Larsen.  Russ  Brady,  a representative  of  AMPAC  was 
introduced  and  presented  an  award  to  the  chairman  of  SODAPAC, 
T.  J.  Wrage,  Jr.,  M.D.  Mrs.  Marie  Hovland,  AMA-ERF  chairman 
for  the  SDSMA  Auxiliary,  presented  a check  to  Robert  Quinn, 
M.D.,  Acting  Dean  of  the  USD  School  of  Medicine,  representing 
the  Auxiliary’s  fund  raising  efforts  on  behalf  of  the  medical  school. 

Dr.  Lushbough  then  presented  the  following  awards:  C.  B. 
Alford  Award— B.  T.  Otey,  M.D.,  Flandreau,  S.D.;  Past  Presi- 
dent's Award  — Winston  Odland,  M.D.,  Aberdeen,  S.D.;  Com- 
munity Service  Award— Robert  Giebink,  M.D.,  Sioux  Falls,  S.D.; 
Distinguished  Service  Award  — G.  Robert  Bartron,  M.D.,  Water- 
town,  S.D.;  50  Year  Award— J.  H.  Lloyd,  M.D.,  Mitchell,  S.D.; 
Meritorius  Service— Patty  Butler,  Sioux  Falls,  S.D. 

Richard  Gere,  M.D.  moved  that  the  reading  of  the  minutes 
of  the  previous  meeting  be  dispensed  with  inasmuch  as  they  have 
been  published  in  the  SOUTH  DAKOTA  JOURNAL  OF  MED- 
ICINE. The  motion  was  seconded  by  Dr.  Whitney  and  carried. 

Dr.  Saylor  then  announced  the  appointment  of  the  Reference 
Committees  as  follows:  The  Nominating  Committee  is  appointed 
by  the  President. 

District  #1  —Charles  Pelton,  M.D. 

District  #2  — G.  Robert  Bartron,  M.D. 

District  #3  — C.  S.  Roberts,  M.D. 

District  #4  — R.  C.  Jahraus,  M.D. 

District  #5  —David  Buchanan,  M.D.,  Chairman 
District  #6  —Charles  Monson,  M.D. 

District  #7  —Lowell  Hyland,  M.D. 

District  #8  —Frank  Messner,  M.D. 

District  #9  —A.  J.  Barrett,  M.D. 

District  #10  — R.  G.  Nemer,  M.D. 

District  #1 1— David  Yecha,  M.D. 

District  #12  — Eldon  Bell,  M.D. 

The  remaining  reference  committees  are  appointed  by  the 
Speaker  of  the  House  of  Delegates,  Dr.  Saylor. 

Reference  Committee  on  Credentials,  Resolutions  and  Memorials, 
and  Reports  of  Officers  and  Councilors 
Granville  Steele,  M.D.,  Chairman 
Parry  Nelson,  M.D. 

John  Sternquist,  M.D. 

Reference  Committee  on  Reports  of  Commissions  on  Medical 
Service,  Legislation  and  Governmental  Relations 
C.  F.  J.  Blunck,  M.D.,  Chairman 
Jay  Hubner,  M.D. 

Bradley  Randall,  M.D. 

Reference  Committee  on  Reports  of  Commissions  on  Scientific 
Medicine,  Internal  Affairs,  Communications  and  Liaison  and 
Professional  Liability 

James  Jackson,  M.D.,  Chairman 
Neil  Elkjer,  M.D. 

John  Davis,  M.D. 

Reference  Committee  on  Reports  of  Special  Committees  and 
Miscellaneous  Business 

George  Thompson,  D.O. 

H.  Lee  Ahrlin,  M.D. 

John  Christopher,  M.D. 

Dr.  Lang  moved  that  the  reading  of  the  reports  of  the  Officers 
and  Councilors  be  waived  inasmuch  as  they  are  printed  in  the 
Handbook  and  that  the  reports  be  referred  to  the  proper  reference 
committee.  The  motion  was  seconded  by  Dr.  Odland  and  carried. 


Dr.  White  then  introduced  Resolution  #7,  concerning  the  Lions 
Eye  Bank  in  South  Dakota. 


RESOLUTION  #7 


TO: 

FROM: 

SUBJECT: 

WHEREAS. 


House  of  Delegates 

South  Dakota  State  Medical  Association 
Thomas  C.  White,  M.D. 

Medical  Director,  Lions  Eye  Bank  of  South  Dakota 

Lions  Eye  Bank  of  South  Dakota 

eye  banking  is  a vital  function  benefiting  all  the 
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citizens  of  South  Dakota  and  the  medical  profes- 
sion; and 

WHEREAS,  the  Lions  service  organization  under  the  Lions  Sight 
and  Service  Foundation,  Inc.,  have  operated  the 
Lions  Eye  Bank  of  South  Dakota  since  1965,  pro- 
viding through  their  charitable  nonprofit  organi- 
zation, this  vital  function  for  the  citizens  and  the 
medical  communities  of  South  Dakota  in  a spirit 
of  generosity  and  good  will;  therefore 
BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical  As- 
sociation does  commend  and  endorse  the  Lions 
Eye  Bank  of  South  Dakota  for  it’s  fine  work  in  the 
service  of  the  people  and  the  medical  profession 
of  South  Dakota. 

Dr.  Saylor  referred  the  resolution  to  Reference  Committee  #4, 
Special  Committees  and  Miscellaneous  Business. 

Dr.  Ochsner,  a delegate  from  the  Seventh  District  Medical 
Society,  then  announced  that  the  District  wished  to  withdraw 
Resolution  #2,  concerning  the  coroner’s  statute.  This  Resolution 
#2  had  been  published  in  the  Handbook  prior  to  the  meeting 
and  as  a result  of  Dr.  Ochsner’s  request  was  withdrawn. 

Dr.  Saylor  then  read  Resolution  #5,  submitted  to  the  House 
of  Delegates  by  the  Council. 

RESOLUTION  #5 
TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  Council 

South  Dakota  State  Medical  Association 
SUBJECT:  USD  School  of  Medicine 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical  As- 
sociation reaffirms  its  support  for  the  four  year 
degree  granting  USD  School  of  Medicine. 

The  resolution  was  referred  to  Reference  Committee  #2,  Com- 
missions on  Legislation  and  Medical  Service. 

Dr.  Saylor  read  Resolution  #6,  submitted  to  the  House  of 
Delegates  by  the  Council. 

RESOLUTION  #6 


TO: 

House  of  Delegates 

FROM: 

Council 

SUBJECT: 

Coalition 

WHEREAS, 

the  American  Medical  Association  initiated  in  1978 
a program  designed  to  establish  improved  and  on- 
going communication  with  the  nation’s  business 
and  industrial  community;  and 

WHEREAS, 

this  program  has  elevated  the  business  commu- 
nity’s awareness  of  AMA’s  vital  interest  and  con- 
cern in  the  rising  costs  of  health  care  and  the  burden 
of  federal  regulations;  and 

WHEREAS, 

the  benefit  of  joint  meetings  between  local  major 
industries  and  state/local  district  medical  societies 
will  benefit  physicians  as  well  as  the  public;  there- 
fore 

BE  IT  RESOLVED,  that  the  House  of  Delegates  of  the  South 
Dakota  State  Medical  Association  empower  it’s 
Executive  Commission  to  analyze  the  need  for  the 
formation  of  a medicine  and  business  coalition  in 
South  Dakota. 

The  resolution  was  referred  to  Reference  Committee  #4— Spe- 
cial Committees  and  Miscellaneous  Business. 

Dr.  Saylor  then  referred  the  reports  published  in  the  Handbook 
to  the  appropriate  reference  committees. 

Dr.  Saylor  read  Resolution  # 1 concerning  the  coroner’s  statute. 


RESOLUTION  #1 


TO: 

FROM: 

SUBJECT: 

WHEREAS, 


House  of  Delegates 

South  Dakota  State  Medical  Association 
Seventh  District  Medical  Society 
(without  recommendation) 

Coroner’s  Statute 

South  Dakota  has  one  of  the  most  antiquated  cor- 
oner systems  of  death  investigation  in  the  United 
States;  and 


WHEREAS. 


WHEREAS. 

WHEREAS, 

WHEREAS, 

WHEREAS, 


WHEREAS, 


WHEREAS, 


current  South  Dakota  statutes  only  allow  coroner 
investigation  (and  autopsy)  in  deaths  suspected  of 
foul  play  yet  at  the  same  time  require  the  coroner 
to  sign  death  certificates  for  all  deaths  not  attended 
by  a physician  (without  benefit  of  legal  investigation 
and/or  autopsy);  and 

the  vast  majority  of  death  investigations  in  South 
Dakota  are  done  by  laymen  with  no  training  in 
death  investigation;  and 

death  investigation  in  South  Dakota  suffers  from 
a lack  of  sufficient  legal  breadth,  legal  definition, 
and  mandated  supervision;  and 
many  localities  in  South  Dakota  do  provide  good 
death  investigation,  but  at  the  expense  of  acting 
beyond  the  scope  of  the  law;  and 
any  coroner  statute  revision  at  this  time  must  ad- 
dress the  following  political  and  economic  realities: 

1)  Any  revision  of  the  South  Dakota  statutes  at 
this  time  must  be  done  at  minimum  to  no  ad- 
ditional cost. 

2)  The  coroner  system  is  deeply  entrenched  in 
South  Dakota  and  given  #1  above,  probably 
cannot  be  eliminated  at  this  time. 

3)  The  concept  of  local  control  of  death  investi- 
gation must  be  maintained  in  the  framework 
of  non-local  supervision. 

4)  Physicians  traditionally  have  resisted  any  effort 
to  directly  assume  control  of  death  investigation 
due  to  constraints  of  time,  training,  and  re- 
muneration. Thus,  a true  medical  examiner 
system  is  impractical  at  this  time;  and 

the  attached  legislative  proposal  addresses  itself  to 
the  above  points  and  reflects  an  effort  to  legitimize 
current  death  investigation  and  forensic  pathology 
consultation/education  practices  in  South  Dakota 
rather  than  providing  a radical  change  to  the  current 
system;  and 

the  attached  legislative  proposal  will  not  engender 


extra  cost  because: 

1 ) By  and  large,  the  additional  scope  of  investi- 
gatory and  autopsy  authority  outlined  by  the 
proposal  is  current  practice  in  most  localities. 

2)  County  Commissioners  will  continue  to  control 
autopsy  reimbursement  and  thus  directly  con- 
trol cost  and  indirectly  control  the  autopsy  rate. 

3)  Fees  for  the  state  coroner(s)  will  be  on  a fee  for 
service  basis  and  thus  reflect  current  expenses; 
therefore 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical  As- 
sociation hereby  endorses  the  attached  coroners’ 
law  reform  proposal  in  the  1983  Legislature;  and 
BE  IT  FURTHER  RESOLVED,  that  the  attached  legislative  pro- 
posal be  presented  to  all  appropriate  interested 
groups  and  organizations  for  their  review,  and  that 
the  legislative  committee  of  the  South  Dakota  State 
Medical  Association  review  any  organization’s 
suggestions  or  criticisms  of  the  proposal  prior  to 
the  1983  legislative  session. 


STATE  OF  SOUTH  DAKOTA 
FIFTY-EIGHTH  SESSION, 

LEGISLATIVE  ASSEMBLY,  1983 
HOUSE  BILL  NO. 

Introduced  by: 

FOR  AN  ACT  ENTITLED,  An  Act  to  establish  the  state  coroner, 
to  define  the  responsibilities  and  duties  of  the  state 
coroner,  to  further  define  the  duties  of  the  county 
coroners  and  provide  for  their  supervision  by  the 
state  coroner,  to  further  define  the  duties  of  the 
county  coroners  and  provide  for  their  supervision 
by  the  state  coroner,  and  to  provide  a penalty  for 
violation  of  the  Act. 
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BE  IT  ENACTED  BY  THE  LEGISLATURE  OF  THE  STATE 
OF  SOUTH  DAKOTA: 

Section  1 . The  office  of  the  state  coroner  is  hereby  established 
under  the  superintendency  and  control  of  the  Attorney  General 
as  a division  of  his  department.  The  records  and  equipment  for 
the  office  shall  be  under  the  custody  and  control  of  the  Attorney 
General. 

Section  2.  The  state  coroner  shall  be  appointed  by  the  Governor 
to  serve  at  his  pleasure.  The  state  coroner  may  appoint  such 
deputies  as  he  may  deem  necessary  to  fulfill  the  responsibilities 
of  his  office,  and  he  may  designate  both  himself  and  his  deputies 
to  serve  designated  geographical  areas  of  the  state.  The  state 
coroner  and  his  deputies  shall  be  physicians  with  special  training 
and  expertise  in  the  field  of  forensic  pathology. 

Section  3.  The  state  coroner  need  not  be  a full-time  employee 
of  the  State  of  South  Dakota.  The  state  coroner  and  his  deputies 
shall  be  compensated  for  their  services  under  the  provisions  of 
§23-14-9.2  or  by  voucher  from  the  State  of  South  Dakota  in 
accordance  with  services  actually  performed. 

Section  4.  The  duties  of  the  state  coroner  shall  be: 

(1)  To  consult  with,  advise  and  exercise  supervision  over  the 
several  county  coroners  of  the  state  in  matters  pertaining 
to  the  duties  of  their  office  and  to  provide  consultative  and 
educational  services  to  the  county  coroners; 

(2)  In  his  discretion,  to  directly  assume  jurisdiction  over  any 
death,  the  cause  and  manner  of  which  is  in  the  public 
interest,  with  the  same  duties  and  responsibilities  as  a 
county  coroner;  and 

(3)  To  consult  with  and  advise  the  Governor,  the  Department 
of  Public  Safety,  the  Attorney  General,  the  various  states 
attorneys,  and  law  enforcement  officers  with  respect  to 
deaths,  the  cause  and  manner  of  which  are  in  the  public 
interest. 

Section  5.  In  accordance  with  Chapter  1-26,  the  state  coroner 
may  adopt  reasonable  rules  in  order  to  implement  this  Act  re- 
specting the  operation  of  his  office,  investigations  and  autopsies 
conducted  involving  deaths,  the  cause  and  manner  of  which  are 
in  the  public  interest. 

Section  6.  That  SDCL  23-14  be  amended  by  adding  thereto 
a new  section  to  read  as  follows: 

Whether  or  not  an  inquest  is  to  be  held,  the  county  coroner 
shall  investigate  all  human  deaths  where  a determination  of  the 
cause  and  manner  of  death  is  in  the  public  interest.  Stated  without 
limitation,  deaths  which  are  in  the  public  interest  are: 

( 1 ) All  deaths  by  unnatural  means  or  where  there  is  a suspicion 
of  unnatural  means,  including  all  deaths  of  accidental, 
homicidal,  suicidal  and  undetermined  manner,  regardless 
of  suspected  criminal  involvement  in  the  death; 

(2)  All  deaths  where  the  identity  of  the  victim  is  unknown  or 
the  body  is  unclaimed. 

(3)  All  deaths  of  inmates  of  any  state,  county  or  municipally 
operated  correctional  facility,  mental  institution  or  special 
school; 

(4)  All  deaths  believed  to  represent  a public  health  hazard; 

(5)  All  deaths  of  children  under  two  years  of  age  resulting  from 
an  unknown  cause  or  when  the  circumstances  surrounding 
the  death  indicate  that  sudden  infant  death  syndrome  may 
be  the  cause  of  death;  and 

(6)  In  the  discretion  of  the  coroner,  all  natural  deaths  where 
there  is  no  attending  physician  or  when  the  attending  phy- 
sician refuses  to  certify  the  deaths. 

Section  7.  That  Chapter  23-14  be  amended  by  adding  thereto 
a new  section  to  read  as  follows: 

As  to  any  death,  the  cause  and  manner  of  which  is  in  the  public 
interest,  the  county  or  state  coroner  exercising  investigative  control 
shall  take  charge  of  and  exercise  complete  control  over  all  dead 
bodies  and  all  effects  affixed  thereto  to  determine  the  physiological 
cause  of  death.  The  investigating  law  enforcement  officers,  in- 
cluding the  states  attorney  or  Attorney  General,  or  their  deputies, 
shall  have  control  over  all  other  elements  of  evidence  demon- 
strating a potential  criminal  circumstance  of  death.  No  dead 
body  subject  to  control  by  the  coroner  having  investigative  control 
shall  be  moved  from  the  scene  of  death  without  his  permission 
unless  the  body  directly  obstructs  a public  transportation  right- 
of-way  or  poses  an  immediate  health  hazard.  No  dead  body 


subject  to  coroner  control  under  this  section  shall  be  embalmed 
without  the  express  authority  of  the  investigating  coroner. 

Section  8.  That  Chapter  23-14  be  amended  by  adding  thereto 
a new  section  to  read  as  follows: 

The  county  or  state  coroner  shall  prepare  a medical  certificate 
in  conformance  with  Chapter  34-25  for  all  deaths  over  which 
he  assumes  jurisdiction. 

Section  9.  That  §23-14-9.1  be  amended  to  read  as  follows: 
23- 1 4-9. 1 . Whenever  a states  attorney  or  a coroner  has  reason 
to  believe  that  a deceased  person  may  have  died  in  his  jurisdiction 
by  unlawful  means,  either  of  them  may  order  and  direct  a phy- 
sician or  surgeon  to  perform  an  autopsy.  When  in  the  public 
interest,  the  county  or  state  coroner  may  order  an  autopsy  on  all 
deaths  falling  within  his  jurisdiction. 

Section  10.  That  §34-26-2  be  amended,  by  adding  thereto  a 
new  subsection,  to  read  as  follows: 

34-26-2.  An  autopsy  may  be  performed  upon  the  body  of  a 
deceased  person  by  a physician  or  surgeon  when  so  authorized, 
in  writing,  or  by  electronically  recorded  telephone  communication: 

(1)  By  the  decedent  during  his  lifetime,  or 

(2)  By  the  decedent's  surviving  spouse,  or 

(3)  If  the  surviving  spouse  is  incompetent  or  not  available,  or 
if  there  be  no  surviving  spouse,  by  an  adult  child,  parent, 
brother,  or  sister  of  the  decedent.  However,  such  autopsy 
may  not  be  performed  under  a consent  given  as  required 
by  this  subdivision  if,  before  such  autopsy  is  performed, 
any  adult  child  or  parent  of  the  decedent  shall  object  in 
writing  to  the  physician  or  surgeon  by  whom  the  autopsy 
is  to  be  performed. 

(4)  By  the  states  attorney  or  investigating  county  or  state  coroner 
pursuant  to  §23-14-9.1. 

Section  1 1.  That  §34-26-5  be  amended  to  read  as  follows: 
34-26-5.  The  right  to  dissect  the  dead  body  of  a human  being 
exists  whenever  the  death  occurs  under  circumstances  in  which 
a coroner  is  authorized  by  law  to  hold  an  inquest  upon  the  body, 
or  under  §23-14-9.1  and  a coroner,  state  coroner  or  the  states 
attorney  designated  by  law  to  order  an  autopsy  authorizes  such 
dissection. 

Section  12.  That  §15-2-14  be  amended  to  read  as  follows: 
15-2-14.  Except  where,  in  special  cases,  a different  limitation 
is  prescribed  by  statute,  the  following  civil  actions  other  than 
for  the  recovery  of  real  property  can  be  commenced  only  within 
three  years  after  the  cause  of  action  shall  have  accrued: 

(1)  An  action  against  a sheriff,  state  coroner,  coroner,  or  con- 
stable upon  a liability  incurred  by  doing  an  act  in  his  official 
capacity  and  in  virtue  of  his  office,  or  by  the  omission  of 
an  official  duty,  including  the  nonpayment  of  money  col- 
lected upon  an  execution.  But  this  subdivision  shall  not 
apply  to  an  action  for  an  escape; 

(2)  An  action  upon  a statute  for  a penalty  or  forfeiture  where 
the  action  is  given  to  the  party  aggrieved,  or  to  such  party 
and  the  state  except  where  the  statute  imposing  it  prescribes 
a different  limitation; 

(3)  An  action  for  personal  injury; 

Section  13.  That  §23-6-17  be  amended  to  read  as  follows: 
23-6-17.  It  shall  be  the  duty  of  all  state  coroners  and  coroners 
to  transmit  promptly  to  the  director  reports  and  information,  as 
required  by  the  director,  regarding  autopsies  performed  and  in- 
quests conducted,  together  with  the  verdict  of  the  coroner’s  jury. 
A violation  of  this  section  is  a Class  2 misdemeanor. 

Section  14.  That  §34-25-22  be  amended  to  read  as  follows: 
34-25-22.  If  the  county  coroner  has  reason  to  believe  that  the 
death  may  have  been  due  to  other  than  natural  causes,  he  shall 
then  refer  the  case  to  the  states  attorney,  sheriff  or  police  for 
further  investigation,  and  notify  the  state  coroner. 

Section  15.  That  §34-26-14  be  amended  to  read  as  follows: 
34-26-14.  The  person  charged  by  law  with  the  duty  of  burying 
the  body  of  a deceased  person  is  entitled  to  the  custody  of  such 
body  for  the  purpose  of  burying  it;  except  that  in  the  cases  in 
which  an  investigation  or  inquest  is  required  by  law  to  be  held 
upon  a dead  body  by  a coroner,  such  coroner  is  entitled  to  its 
custody  until  such  inquest  has  been  completed. 

Section  16.  Any  person  violating  the  provisions  of  Section  7 
of  this  Act  shall  be  guilty  of  a Class  2 misdemeanor. 

Dr.  Saylor  referred  the  resolution  to  Reference  Committee  #2, 
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Reports  of  Commissions  on  Legislation  and  Medical  Service. 

Dr.  Saylor  read  Resolution  #3  concerning  the  prescribing  of 
contraceptives  to  minors. 


The  resolution  was  referred  to  the  Reference  Committee  on 
Special  Reports  and  Miscellaneous  Business. 

Dr.  Saylor  read  Bylaw  Revision  #1. 


RESOLUTION  #3 


BYLAW  REVISION  #1 


TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  Yankton  District  Medical  Society 

SUBJECT:  Contraceptives  for  Teenagers 

BE  IT  RESOLVED  that  the  SDSMA  supports  actively  the  AMA 
(and  other  prominent  organizations  as  the  Amer- 
ican College  of  Ob/Gyn,  the  American  Academy 
of  Family  Physicians,  the  American  Academy  of 
Child  Psychiatry,  the  American  Academy  of  Pe- 
diatrics, the  American  Nurses  Association)  by  re- 
questing that  the  U.S.  Department  HHS  withdraw 
its  regulation  of  mandatory  prior  notification  of 
parents  of  teenagers  when  these  teenagers  ask  for 
help  in  contraception. 

(Note:  this  essentially  means  return  to  the  status  quo  which  stated 
“To  the  extent  practical”  the  family  planning  grants  “shall  en- 
courage family  participation.”  Omnibus  Tax  Reconciliation  Bill, 
Summer  1981.) 

The  resolution  was  referred  to  the  Reference  Committee  on 
Special  Reports  and  Miscellaneous  Business. 

Dr.  Saylor  read  Resolution  #4. 

RESOLUTION  #4 
TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  Yankton  District  Medical  Society 

SUBJECT:  Traffic  Safety 

BE  IT  RESOLVED  that  the  SDSMA  supports  actively,  in  the 
interest  of  better  health,  the  concept  of  improved 
traffic  safety  by  requesting  stricter  state  laws  against 
D WI  — not  to  exclude  the  raising  of  the  age  of  public 
drinking— and  mandatory  safety  requirements  for 
children. 


BEING  A PHYSICIAN 
AND  A FAMILY  MAN  IS 
LIKE  MAKING  AN  INCISION 
WITH  A PARING  KNIFE  . . . 


it's  very  difficult  to  do.  And  the  fact  that  a physician 
has  medical  as  well  as  business  concerns  to  handle  makes 
for  a loss  of  time  and  money  ...  at  the  expense  of  the 
family. 


We  provide  you  with  an  environment  serving  a purpose — 
practicing  medicine  at  regular  working  hours.  No  sales- 
men and  attorneys  calling,  no  books  to  balance,  and 
no  late  hours.  You  can  concentrate  on  practicing  medicine 
with  a health  care  system  that's  one  of  the  finest  in  the 
world,  and  you'll  get  home  on  time,  too!  You'll  work 
in  modern,  well-equipped  hospitals  and  clinics  with  the 
most  up-to-date  technology. 


Also  included  are  excellent  programs  of  compensation, 
opportunities  for  professional  growth  and  specialization, 
30  days  of  vacation  with  pay  each  year,  full  medical 
and  dental  care  and  more. 

With  the  Air  Force,  we  want  you  to  do  one  thing:  practice 
medicine.  We  would  like  to  provide  you  with  more  in- 
formation on  Air  Force  medicine. 


Contact:  Terry  Thompson  Coll  Collect: 

619  W.  11th  Street  605/334-4771 


A great  way  of  life 


TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  The  Council,  South  Dakota  State  Medical  Asso- 

ciation 

SUBJECT:  Bylaw  Change  for  Archives  and  History  Com- 

mission 

ARTICLE  X 
Commissions 

Section  4. 

In  addition  to  the  foregoing  commission,  there  shall  be  a Ex- 
ecutive Commission  and  a Grievance  Commission,  a Credentials 
Commission  ((and))  a Professional  Liability  Commission  ((.))  (((, 
and  an  Archives  and  History  Commission.))) 

(((e:  Archives  and  History  Commission  — The  Archives  and 
History  Commission  shall  consist  of  five  (5)  members,  one  of 
which  must  be  an  Auxiliary  member.  The  Commission  shall  be 
appointed  by  the  president  annually.  The  commission’s  duties 
shall  be  to  collect  and  organize  historical  material  pertinent  to 
the  South  Dakota  State  Medical  Association.))) 

The  Bylaw  revision  was  referred  to  Reference  Committee  #3, 
Reports  on  Commissions  on  Scientific  Medicine,  Internal  Affairs, 
Communications  and  Liaison  and  Professional  Liability. 

Dr.  Saylor  made  several  announcements  concerning  the  sched- 
ule for  the  annual  meeting. 

The  meeting  was  adjourned  at  9:30  a.m. 


MINUTES  OF  THE  SECOND  HOUSE  OF 
DELEGATES  MEETING 


9:30  a.m.  Howard  Johnson  Motor  Lodge 

Sunday,  May  23,  1982  Rapid  City,  South  Dakota 

The  meeting  was  called  to  order  by  Speaker  of  the  House,  Dr. 
Howard  Saylor.  Those  present  for  roll  call  were  Doctors  Bruce 
Lushbough,  Durward  Lang,  Joseph  Hamm,  Howard  Saylor,  Ger- 
ald Tracy,  Winston  Odland,  J.  A.  Eckrich,  G.  Robert  Bartron, 
A.  A.  Lampert,  David  Buchanan,  R.  C.  Jahraus,  Richard  Gere, 
Guy  Tam,  Michael  Pekas,  Richard  Porter,  Frank  Messner,  A.  J. 
Barrett,  Roger  Millea,  Nathaniel  Whitney,  George  Thompson, 
John  Christopher,  Granville  Steele,  Karl  Zvejmeks,  Parry  Nelson, 
T.  J.  Wrage,  C.  S.  Roberts,  Wm.  G.  M.  Huet,  Emil  Hofer,  Charles 
Monson,  John  Ochsner,  Gail  Benson,  Jeffrey  Hagen,  Neil  Elkjer, 
Daniel  Kennedy,  K.  Gene  Koob,  T.  H.  Bhatti,  Thomas  White, 
Bradley  Randall,  Jay  Hubner,  Kenneth  Halverson,  John  Stem- 
quist,  Richard  Renka,  H.  Lee  Ahrlin,  C.  F.  J.  Blunck,  Theodore 
Jacobson,  James  Rud,  R.  Gene  Nemer,  and  David  Yecha. 

Dr.  Odland  moved  to  dispense  with  the  reading  of  the  minutes 
of  the  last  meeting  inasmuch  as  they  will  be  published  and  dis- 
tributed. The  motion  was  seconded  and  carried. 

Dr.  Buchanan  read  the  report  of  the  Nominating  Committee. 


REPORT  OF  THE  NOMINATING  COMMITTEE 

The  Nominating  Committee  submits  the  following  recom 
mendations  for  the  consideration  of  the  House  of  Delegates: 


COUNCILORS  — 3 year  terms 
Sioux  Falls  District  #7 
Yankton  District  #8 
Black  Hills  District  #9 
Rosebud  District  #10 
Northwest  District  #1 1 
Whetstone  Valley  District  #12 
ALTERNATE  COUNCILORS 
Sioux  Falls  District  #7 


Yankton  District  #8 


R.  E.  Gunnarson,  M.D. 
Richard  Porter,  M.D. 

Robert  Ferrell,  M.D. 

M.  George  Thompson,  D.O. 
James  Wunder,  M.D. 

Joseph  Kass,  M.D. 

Lawrence  Finney,  M.D.— 

3 year  term 

Denny  Ortmeier,  M.D.— 

2 year  term 
Gerald  Loos,  M.D.— 

2 year  term 

Jay  Hubner,  M.D.— 

3 year  term 
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Black  Hills  District  #9  Nathaniel  Whitney,  M.D.— 

3 year  term 

Rosebud  District  #10  R.  Gene  Nemer,  M.D.— 

3 year  term 

Northwest  District  #11  L.  M.  Linde,  M.D.— 

3 year  term 

Dr.  Lang  moved  that  nominations  cease  and  a unanimous  ballot 
be  cast  for  the  proposed  slate  of  councilors  and  alternate  councilors. 
The  motion  was  seconded  and  carried. 

OFFICERS 

President  Elect  Joseph  Hamm,  M.D. 

Dr.  Bartron  moved  that  nominations  cease  and  a unanimous 
ballot  be  cast  for  Dr.  Joseph  Hamm  as  President  Elect.  The 
motion  was  seconded  and  carried. 

Vice  President  Howard  Saylor,  M.D. 

Dr.  Lang  moved  that  nominations  cease  and  a unanimous  ballot 
be  cast  for  Dr.  Howard  Saylor  as  Vice  President.  The  motion 
was  seconded  and  carried. 

Speaker  of  the  House  A.  J.  Barrett,  M.D. 

Dr.  Lushbough  moved  that  nominations  cease  and  a unanimous 
ballot  be  cast  for  Dr.  A.  J.  Barrett  as  Speaker  of  the  House.  The 
motion  was  seconded  and  carried. 

AMA  Delegate  G.  E.  Tracy,  M.D. 

Dr.  Gere  moved  that  nominations  cease  and  a unanimous  ballot 
be  cast  for  Dr.  Gerald  Tracy  as  AMA  Delegate.  The  motion  was 
seconded  and  carried. 

AMA  Alternate  Delegate  Russell  Harris,  M.D. 

Dr.  Bartron  moved  that  nominations  cease  and  a unanimous 
ballot  be  cast  for  Dr.  Russell  Harris  as  AMA  Alternate  Delegate. 
The  motion  was  seconded  and  carried. 

ANNUAL  MEETING  SITE 

1983  — Sioux  Falls,  SD— June  2,  3,  4,  5,  1983 

1 984  — Rapid  City,  SD-June  7,  8,  9,  10,  1984 

1985  — Sioux  Falls,  SD 

The  Nominating  Committee  recommends  that  the  membership 
of  the  South  Dakota  State  Medical  Association  be  re-surveyed 
in  1983  concerning  their  preference  for  the  site  of  the  1986  annual 
meeting. 

Respectfully  submitted, 
NOMINATING  COMMITTEE 
David  Buchanan,  M.D.,  Chairman 
Charles  Pelton,  M.D. 

G.  Robert  Bartron,  M.D. 

C.  S.  Roberts,  M.D. 

R.  C.  Jahraus,  M.D. 

Charles  Monson,  M.D. 

Lowell  Hyland,  M.D. 

Frank  Messner,  M.D. 

A.  J.  Barrett,  M.D. 

R.  Gene  Nemer,  M.D. 

David  Yecha,  M.D. 

Eldon  Bell,  M.D. 

Dr.  Buchanan  moved  to  accept  the  report  of  the  Nominating 
Committee.  The  motion  was  seconded  and  carried. 

Dr.  Saylor  introduced  Dr.  Alan  R.  Nelson,  a member  of  the 
AMA  Board  of  Trustees  from  Salt  Lake  City,  Utah.  Dr.  Nelson 
briefly  addressed  the  House  regarding  the  transfer  of  regulatory 
responsibility  from  federal  to  state  government,  the  challenges 
faced  by  the  medical  profession,  medicine’s  image  and  AMA 
projects  and  programs  of  benefit  to  the  practicing  physicians 
throughout  the  country. 

Dr.  Steele  read  the  report  of  the  Reference  Committee  on  Cre- 
dentials, Resolutions  and  Memorials  and  Reports  of  Officers  and 
Councilors. 


REPORT  OF  THE  REFERENCE  COMMITTEE  ON 
CREDENTIALS,  RESOLUTIONS  AND  MEMORIALS 
AND  REPORTS  OF  OFFICERS  AND  COUNCILORS 

The  following  delegates,  alternates,  officers  and  councilors  of 
the  South  Dakota  State  Medical  Association  were  present:  Doctors 
Bruce  Lushbough,  Durward  Lang,  Joseph  Hamm,  Howard  Saylor, 
Gerald  Tracy,  Russell  Harris,  Winston  Odland,  J.  A.  Eckrich, 


G.  Robert  Bartron,  R.  C.  Jahraus,  David  Buchanan,  Richard 
Gere,  Guy  Tam,  Denny  Ortmeier,  Lowell  Hyland,  Michael  Pekas, 
Richard  Porter,  Frank  Messner,  Robert  Ferrell,  Roger  Millea, 
M.  George  Thompson,  James  Wunder,  John  Christopher,  Gran- 
ville Steele,  Karl  Zvejmeks,  Parry  Nelson,  T.  J.  Wrage,  Richard 
Wake,  C.  S.  Roberts,  Samuel  Bandiera,  John  Davis.  Wm.  G.  M. 
Huet,  Emil  Hofer,  Charles  Monson,  Judson  Mabee,  John  Ochsner, 
Gail  Benson,  Jeffrey  Hagen,  Neil  Elkjer,  Daniel  Kennedy,  K. 
Gene  Koob,  T.  H.  Bhatti,  Thomas  White,  Bradley  Randall,  Jay 
Hubner,  Kenneth  Halverson,  John  Stemquist,  Richard  Renka, 
James  Jackson,  Nathaniel  Whitney,  Theodore  Jacobson,  R.  Gene 
Nemer,  David  Yecha  and  student  delegate  Robert  Preston  and 
resident  delegate  Dr.  Mike  Farritor. 

A quorum  was  present  for  the  meeting  of  the  House  of  Delegates. 
Total  registration  for  the  convention  is  268,  including  148  phy- 
sicians, 12  guests,  84  Auxiliary  members  and  24  sponsors. 

The  committee  submits  the  following  resolution  for  the  con- 
sideration of  the  House  of  Delegates: 


WHEREAS,  the  Black  Hills  District  Medical  Society,  the  Black 
Hills  District  Auxiliary,  the  Huron  District  Aux- 
iliary and  the  Whetstone  Valley  District  Auxiliary 
members  have  been  so  thorough  in  making  ar- 
rangements for  the  success  of  the  combined  meeting 
of  our  Annual  Meeting, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical  As- 
sociation give  its  voice  in  appreciation  and  thanks 
to  the  local  physicians  in  the  Black  Hills  District 
and  the  members  of  the  Black  Hills  District  Aux- 
iliary, the  Huron  District  Auxiliary  and  the  Whet- 
stone Valley  District  Auxiliary. 

WHEREAS,  the  management  of  the  Howard  Johnson  Motor 
Lodge  has  been  so  cooperative  in  providing  facil- 
ities for  the  success  of  the  Annual  Meeting  of  the 
South  Dakota  State  Medical  Association, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical  As- 
sociation extend  its  thanks  and  appreciation  to  the 
Howard  Johnson  Motor  Lodge. 

WHEREAS,  the  Rapid  City  Journal,  KELO  TV,  KOTA  TV, 
KEVN  TV,  KOTA  radio.  KTOQ  radio,  KIMM 
radio  and  KKLS  radio  have  been  most  cooperative 
in  presenting  the  public  news  of  the  Annual  Meeting 
of  the  South  Dakota  State  Medical  Association, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical  As- 
sociation extend  its  thanks  to  the  Rapid  City  Jour- 
nal, KELO  TV,  KOTA  TV,  KEVN  TV,  KOTA 
radio,  KTOQ  radio,  KIMM  radio  and  KKLS  radio. 

WHEREAS,  the  Arrowhead  Country  Club  has  been  most  co- 
operative in  providing  facilities  for  the  golf  tour- 
nament and  Thursday  evening  stag  party  and  the 
Auxiliary  luncheon  on  Saturday, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical  As- 
sociation extend  its  thanks  and  appreciation  to  the 
Arrowhead  Country  Club. 

BE  IT  RESOLVED,  that  $50  be  donated  to  the  South  Dakota 
Medical  School  Endowment  Association  in  mem- 
ory of  the  following  physicians  who  died  during 
the  past  year: 

J.  A.  Muggly,  M.D. 

Dwaine  Berry,  D.O. 

Thomas  Mead,  M.D. 

Donald  Kegaries,  M.D. 

W.  C.  Brinkman,  M.D. 


The  committee  would  like  to  encourage  members  of  the  South 
Dakota  State  Medical  Association  to  remember  the  University 
of  South  Dakota  School  of  Medicine,  the  South  Dakota  Medical 
School  Endowment  Association  and  other  medically  related  or- 
ganizations in  their  wills. 

The  committee  reviewed  the  reports  of  the  officers  and  coun- 
cilors and  recommends  they  be  accepted  as  submitted. 

The  committee  would  also  like  to  recognize  the  outstanding 
work  and  ability  of  our  Executive  Secretary,  Robert  Johnson  and 
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his  staff  during  the  last  year  in  conducting  the  South  Dakota 
State  Medical  Association. 

Respectfully  submitted, 

REFERENCE  COMMITTEE  ON  CREDENTIALS, 
RESOLUTIONS  AND  REPORTS  OF  OFFICERS 
AND  COUNCILORS 
Granville  Steele,  M.D.,  Chairman 
Parry  Nelson,  M.D. 

John  Stemquist,  M.D. 

Dr.  Steele  moved  to  accept  the  report  of  the  Reference  Committee 
on  Credentials,  Resolutions  and  Memorials  and  Reports  of  Officers 
and  Councilors.  The  motion  was  seconded.  Dr.  Lushbough  moved 
to  amend  the  report  to  include  the  following: 

“WHEREAS,  Ellie  and  her  Girls  provided  outstanding  enter- 
tainment at  the  AMA-ERF  auction  for  the  enjoy- 
ment of  all  those  in  attendance, 

BE  IT  RESOLVED,  that  the  South  Dakota  Medical  Association 
extend  its  thanks  and  appreciation  to  Ellie  and  her 
Girls.” 

The  amendment  was  seconded  and  carried.  Dr.  Barrett  moved  to 
amend  the  report  to  include  a $50  donation  to  the  Endowment 
Association  in  memory  of  Freda  Radusch,  M.D.  The  amendment 
was  seconded  and  carried.  The  motion  to  accept  the  report  and 
the  amendments  was  carried. 

Dr.  Blunk  read  the  report  of  the  Reference  Committee  on 
Reports  of  the  Commissions  on  Medical  Serv  ice;  Legislation  and 
Governmental  Relations. 


REPORT  OF  THE  REFERENCE  COMMITTEE  ON 
REPORTS  OF  THE  COMMISSION  ON  MEDICAL 
SERVICE  AND  THE  COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  RELATIONS 

The  Reference  Committee  carefully  reviewed  the  report  of  the 
Commission  on  Legislation  and  Governmental  Relations.  The 
Reference  Committee  recommends  the  acceptance  of  the  report 
of  the  Commission  on  Legislation  and  Governmental  Relations 
and  would  like  to  commend  the  Commission  for  their  work 
during  the  year. 

The  Reference  Committee  reviewed  the  report  of  the  Com- 
mission on  Medical  Service.  The  Reference  Committee  rec- 
ommends the  acceptance  of  the  report  of  the  Commission  on 
Medical  Service  and  would  like  to  commend  the  Commission 
for  their  work  during  the  year. 

The  Reference  Committee  carefully  reviewed  Resolution  #1 
and  recommends  the  adoption  of  the  revised  Resolution  as  fol- 
lows, and  recommends  the  acceptance  of  Resolution  #5  as  follows. 
Respectfully  submitted, 

REFERENCE  COMMITTEE  ON  REPORTS  OF  THE 
COMMISSION  ON  MEDICAL  SERVICE  AND  THE 
COMMISSION  ON  LEGISLATION  AND  GOVERN- 
MENTAL RELATIONS 
C.  F.  J.  Blunck,  M.D. 

Jay  Hubner,  M.D. 

Bradley  Randall,  M.D. 

REVISED  RESOLUTION  #1 

NOW  THEREFORE,  BE  IT  RESOLVED,  that  the  South  Dakota 
State  Medical  Association  hereby  endorses  the  need 
for  revision  of  the  South  Dakota  coroner’s  statute 
as  exemplified  in  the  attached  proposed  statute, 
and 

BE  IT  FURTHER  RESOLVED,  that  the  Legislative  Commission 
of  the  South  Dakota  State  Medical  Association 
entertain  suggestions  and  recommendations  from 
interested  parties,  prepare  a statute  in  final  form, 
and  obtain  sponsors  for  introduction  of  the  statute 
in  the  1983  legislative  session,  if  at  all  possible. 

RESOLUTION  #5 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical  As- 
sociation reaffirms  its  support  for  the  four  year 
degree  granting  USD  School  of  Medicine. 


Dr.  Blunck  moved  to  accept  the  report  of  the  Reference  Com- 
mittee on  Reports  of  the  Commissions  on  Medical  Service;  Leg- 
islation and  Governmental  Relations.  The  motion  was  seconded 
and  carried. 

Dr.  Jackson  read  the  report  of  the  Reference  Committee  on 
Reports  of  the  Commissions  on  Scientific  Medicine;  Internal 
Affairs,  Communications  and  Liaison;  Professional  Liability. 


REPORT  OF  THE  REFERENCE  COMMITTEE  ON 

REPORTS  OF  THE  COMMISSIONS  ON  SCIENTIFIC 
MEDICINE,  INTERNAL  AFFAIRS,  COMMUNICATIONS 
AND  LIAISON,  AND  PROFESSIONAL  LIABILITY 

The  Reference  Committee  reviewed  the  report  of  the  Com- 
mission on  Scientific  Medicine.  The  Reference  Committee  rec- 
ommends the  acceptance  of  this  report. 

The  Reference  Committee  reviewed  the  report  of  the  Com- 
mission on  Internal  Affairs,  Communications  and  Liaison.  The 
Reference  Committee  recommends  the  acceptance  of  this  report. 

The  Reference  Committee  reviewed  the  report  of  the  Com- 
mission on  Professional  Liability.  The  Reference  Committee  rec- 
ommends the  acceptance  of  this  report. 

The  Reference  Committee  reviewed  Bylaw  Revision  #1,  con- 
cerning the  establishment  of  an  Archives  and  History  Commis- 
sion. The  Reference  Committee  recommends  adoption  of  this 
Bylaw  revision. 

The  Reference  Committee  wishes  to  commend  the  members 
of  the  three  Commissions  for  their  work  on  behalf  of  the  members 
of  the  State  Medical  Association  during  the  past  year. 
Respectfully  submitted, 

REFERENCE  COMMITTEE  ON  REPORTS  OF  THE 
COMMISSIONS  ON  SCIENTIFIC  MEDICINE,  INTER- 
NAL AFFAIRS,  COMMUNICATIONS  AND  LIAISON, 
AND  PROFESSIONAL  LIABILITY 
James  Jackson,  M.D. 

Neil  Elkjer,  M.D. 

John  Davis,  M.D. 

Dr.  Jackson  moved  to  accept  the  report  of  the  Reference  Com- 
mittee on  Reports  of  the  Commissions  on  Scientific  Medicine; 
Internal  Affairs,  Communications  and  Liaison;  and  Professional 
Liability  . The  motion  was  seconded  and  carried. 

Dr.  Thompson  read  the  report  of  the  Reference  Committee 
on  Reports  of  Special  Committees  and  Miscellaneous  Business. 


REPORT  OF  THE  REFERENCE  COMMITTEE  ON 
REPORTS  OF  SPECIAL  COMMITTEES  AND 
MISCELLANEOUS  BUSINESS 

The  Reference  Committee  has  reviewed  and  recommends  ac- 
ceptance of  reports  from:  the  Committee  for  Continuing  Medical 
Education,  the  Grievance  Commission,  the  Long  Range  Planning 
Committee,  the  South  Dakota  Political  Action  Committee,  the 
Board  of  Directors  of  the  South  Dakota  Medical  School  Endow- 
ment Association,  the  President  of  the  South  Dakota  Medical 
School  Endowment  Association. 

The  Committee  considered  Resolution  #3  on  Contraceptives 
for  Teenagers  submitted  by  the  Yankton  District  Medical  Society, 
and  recommends  acceptance  of  this  resolution. 

The  Committee  considered  Resolution  #4  on  Traffic  Safety 
submitted  by  the  Yankton  District  Medical  Society  and  rec- 
ommends acceptance  of  this  resolution  and  referral  to  the  Com- 
mission on  Legislation  and  Governmental  Relations  for  separation 
of  issues  and  development  of  a legislative  program. 

The  Committee  considered  Resolution  #6  submitted  by  the 
Council  and  recommends  acceptance  of  the  following: 
WHEREAS,  the  American  Medical  Association  initiated  in  1978 
a program  designed  to  establish  improved  and  on- 
going communication  with  the  nation’s  business 
and  industrial  community;  and 

WHEREAS,  this  program  has  elevated  the  business  commu- 
nity’s awareness  of  AMA’s  vital  interest  and  con- 
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cem  in  the  rising  costs  of  health  care  and  the  burden 
of  federal  regulations;  and 

WHEREAS,  the  benefit  of  joint  meetings  between  local  major 
industries  and  state/local  district  medical  societies 
will  benefit  physicians  as  well  as  the  public;  there- 
fore 

BE  IT  RESOLVED,  that  the  House  of  Delegates  of  the  South 
Dakota  State  Medical  Association  empower  its 
Executive  Commission  to  analyze  the  need  for  the 
formation  of  a medicine  and  business  coalition  in 
South  Dakota. 

The  Committee  considered  Resolution  #7  on  the  Lions  Eye 
Bank  of  South  Dakota  submitted  by  Dr.  Thomas  White  as  follows: 
WHEREAS,  eye  banking  is  a vital  function  benefiting  all  the 
citizens  of  South  Dakota  and  the  medical  profes- 
sion; and 

WHEREAS,  the  Lions  service  organization  under  the  Lions  Sight 
and  Service  Foundation,  Inc.,  have  operated  the 
Lions  Eye  Bank  of  South  Dakota  since  1965,  pro- 
viding through  their  charitable  non-profit  organ- 
ization, this  vital  function  for  the  citizens  and  the 
medical  communities  of  South  Dakota  in  a spirit 
of  generosity  and  good  will;  therefore 
BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical  As- 
sociation does  commend  and  endorse  the  Lions 
Eye  Bank  of  South  Dakota  for  its  fine  work  in  the 
service  of  the  people  and  the  medical  profession 
of  South  Dakota. 

The  Committee  recommends  that  this  resolution  be  tabled 
until  such  time  as  differences  between  the  Lions  Club  and  mem- 
bers of  the  South  Dakota  Academy  of  Ophthalmology  and  Oto- 
laryngology have  been  resolved. 

Respectfully  submitted, 

REFERENCE  COMMITTEE  ON  REPORTS 
OF  SPECIAL  COMMITTEES  AND 
MISCELLANEOUS  BUSINESS 
George  Thompson,  D.O.,  Chairman 
H.  Lee  Ahrlin,  M.D. 

John  Christopher,  M.D. 

Dr.  Thompson  moved  to  accept  the  report  of  the  Reference 
Committee  on  Reports  of  Special  Committees  and  Miscellaneous 
Business.  The  motion  was  seconded  and  carried. 

Dr.  Lushbough  encouraged  physicians  to  support  SoDaPAC 
and  the  South  Dakota  Medical  School  Endowment  Association 
and  commended  Dr.  T.  J.  Wrage  who  has  served  as  Chairman 
of  the  SoDaPAC  Board. 

Dr.  Saylor  administered  the  Oath  of  Office  to  Durward  Lang, 
M.D.,  1982-83  president.  Dr.  Lang  thanked  the  House  for  the 
confidence  they  have  shown  by  electing  him  president  and  stated 
he  will  fulfill  his  responsibilities  to  the  best  of  his  ability. 

Dr.  Saylor  introduced  the  new  officers,  councilors  and  alternate 
councilors  to  the  House  members.  Mr.  Johnson  announced  the 
Council  would  meet  immediately  following  adjournment  of  the 
House  in  the  Lincoln  Room. 

The  meeting  adjourned  at  10:30  a.m. 


REPORT  OF  THE  PRESIDENT 

In  the  past  year,  I have  been  able  to  attend  all  meetings  of  the 
Council  of  the  South  Dakota  State  Medical  Association,  the 
meetings  of  the  House  of  Delegates,  and  the  Executive  Com- 
mission. I have  also  been  able  to  attend  some  commission  meet- 
ings and  was  able  to  be  present  at  both  the  annual  and  interim 
meetings  of  the  American  Medical  Association  and  attempted 
to  represent  your  Association  in  an  appropriate  manner  at  all 
times. 

Legislative  accomplishments  during  the  1982  session  of  the 
South  Dakota  State  Legislature  included  passage  into  law  of  all 
Association  sponsored  and  endorsed  bills.  The  one  opposed  bill 
relating  to  certificate  of  need  for  physicians’  offices  was  killed  in 
committee.  Other  bills  of  interest  to  physicians  were  also  con- 
sidered and  acted  upon  in  a manner  favorable  to  medicine.  One 
glaring  exception,  only  from  a personal  standpoint,  was  House 


Bill  1 190  — requiring  use  of  passenger  restraints  for  children  under 
the  age  of  5 — which  passed  the  House  but  was  killed  in  the 
Senate. 

Positive  legislative  results  included  an  increase  in  the  fee  pay- 
ment for  taking  the  FLEX  examination  in  South  Dakota,  per- 
mission for  certified  persons  to  enucleate  eyes  under  the  direction 
of  a physician,  and  the  updating  of  statutes  relating  to  physician’s 
assistants  practicing  in  South  Dakota.  Also,  JCAH  accredited 
hospitals  in  South  Dakota  can  now  waive  certain  inspections 
administered  by  the  South  Dakota  Department  of  Health,  hospital 
certificate  need  minimums  were  increased,  and  nurse  practitioner 
and  nurse  midwife  statutes  were  updated. 

The  South  Dakota  legislature  also  appropriated  $157,500  in 
funding  support  for  the  Family  Practice  Residency  Program  in 
Sioux  Falls  and  $368,500  in  support  of  treatment  of  renal  disease 
in  South  Dakota.  The  tuition  waiver  program  for  medical  students 
was  eliminated  effective  July  1,  1982.  In  its  place  is  the  passage 
of  a law  allowing  for  a contract  to  be  made  with  the  Federal 
Health  Education  Assistant  Loan  (HEAL)  Program.  Medical  stu- 
dents may  apply  for  HEAL  Program  loans.  If  they  return  to 
practice  for  three  years  in  a South  Dakota  need  area,  designated 
by  the  State  Department  of  Health,  the  returning  student  would 
receive  full  tuition  reimbursement.  Those  who  return  to  a non- 
need area  and  practice  for  six  years  wuold  receive  one-half  of 
their  tuition  reimbursed.  Students  are  responsible  for  interest 
payments  on  these  loans.  Current  students  will  be  allowed  to 
fulfill  service  requirements  under  the  present  tuition-waiver  pro- 
gram. 

We  should  all  remember  to  thank  our  legislators  for  their  fine 
assistance  in  supporting  the  position  of  medicine  during  the  leg- 
islative session  this  year. 

Our  relationship  to  state  government  is  good  but  needs  our 
constant  attention.  Because  of  funding  reductions  in  the  State 
Department  of  Health  budget,  they  decided  to  virtually  eliminate 
the  controversial  federal  maternal-child  care  programs  in  South 
Dakota  and  also  reduced  funding  for  crippled  childrens'  programs. 
Governor  Janklow  was  informed  by  letter  that  we  agreed  with 
these  budget  decisions. 

The  South  Dakota  State  Medical  Association  has  continued 
its  full  support  of  the  University  of  South  Dakota  School  of 
Medicine.  This  is  the  first  year  that  additional  special  appro- 
priations were  not  forthcoming  for  the  school,  and  this  may  have 
impact  on  future  program  development.  Dr.  Charles  Hollerman 
has  resigned  as  Dean  of  the  School  of  Medicine,  and  I wish  him 
well  in  his  future  endeavors.  I feel  strongly  that  we  need  to  continue 
to  explore  ways  to  bring  Wyoming  students  into  our  medical 
school  classes  in  the  future.  It  seems  to  me  a logical  way  to  help 
solve  the  “coming"  physician  surplus  concerns  of  this  state  as 
well  as  funding  problems  for  the  School  of  Medicine. 

I was  able  to  visit  each  medical  district  during  this  past  year, 
and  it  was  apparent  that  most  physicians  sense  a possible  physician 
surplus  some  time  in  the  future.  Some  feel  the  future  is  not  too 
far  off  While  we  are  getting  deregulation  “waves”  from  Wash- 
ington to  a certain  extent,  we  may  feel  other  “waves”  from  the 
private  sector  as  medical  care  costs  continue  to  increase  in  these 
inflationary  times.  We  must  be  prepared  in  future  years  to  sit 
down  with  private  corporations  and  others  who  will  be  asking 
us  to  help  moderate  health  care  costs.  Local  coalitions  are  being 
formed  in  many  parts  of  the  United  States  at  this  time  for  this 
purpose.  We  need  to  be  responsible  to  the  people  of  South  Dakota 
in  such  deliberations  so  that  the  quality  of  health  care  is  not 
sacrificed.  We  must  make  sure  that  we  are  also  not  left  out  of 
such  deliberations. 

I have  enjoyed  serving  the  past  year  as  President  of  the  South 
Dakota  State  Medical  Association.  I am  proud  to  be  a member 
of  our  Association  and  to  be  able  to  serve  in  this  capacity.  My 
wife,  1 la,  has  served  as  State  President  of  the  South  Dakota  State 
Medical  Association  Auxiliary  during  the  same  twelve-month 
period.  1 know  she  has  worked  many,  many  hours  on  behalf  of 
the  Auxiliary  and  therefore,  on  our  behalf,  as  well.  Ila  has  taken 
on  additional  responsibilities  as  Regional  Auxiliary  Chairman 
for  AMA/ERF  for  the  coming  year.  AMA/ERF  contributions 
returned  to  the  University  of  South  Dakota  School  of  Medicine 
totaled  over  $24,000.00  this  year.  This  is  just  one  indication  of 
how  hard  our  spouses  are  working  in  our  behalf.  Remember  to 
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support  the  Medical  Association  Auxiliary  whenever  the  op- 
portunity comes  your  way. 

The  reason  I didn’t  have  to  work  as  hard  during  my  year  as 
President,  as  Ila  did,  is  because  of  the  fantastic  Medical  Asso- 
ciation Staff  we  have  and  the  vast  amount  of  work  that  they  do 
for  all  of  us.  Bob  Johnson  has  continued  to  do  his  outstanding 
job  as  our  Executive  Secretary.  Patty  Butler  and  Jan  Anderson 
are  most  capable  in  carrying  out  their  many  responsibilities  in 
the  Association  work,  and  together  these  people  represent  many, 
many  years  of  service  and  experience  and  dedication  to  the  South 
Dakota  State  Medical  Association.  Kevin  Loge  is  a relative  new- 
comer to  the  staff,  but  spent  much  time  this  year  in  Pierre  helping 
to  make  our  legislative  program  a success.  The  entire  staff  has 
been  a pleasure  to  work  with.  We  are  well  represented  in  our 
state  office  by  all  who  make  contact  there. 

I thank  you  all  for  the  privilege  of  serving  as  your  President 
in  this  Centennial  year  of  our  Association.  As  our  membership 
grows  in  number,  may  our  dedication  to  quality  medicine  for 
South  Dakotans  continue  to  prosper. 

Respectfully  subbmitted, 
Bruce  Lushbough,  M.D. 

President 

The  Reference  Committee  reviewed  the  report  of  the  President 
and  recommends  it  be  accepted  as  submitted. 


REPORT  OF  THE  PRESIDENT-ELECT 

As  President-Elect  of  the  South  Dakota  State  Medical  Asso- 
ciation, I have  attended  the  meetings  of  the  House  of  Delegates, 
the  Council,  the  Executive  Commission,  the  American  Medical 
Association  interim  meeting,  and  the  1982  AMA  Leadership 
Conference. 

I am  looking  forward  to  my  year  as  President  recognizing  the 
responsibility  of  this  office  and  the  trust  which  you,  the  members, 
have  bestowed  on  me. 

Respectfully  submitted, 
Durward  Lang,  M.D. 
President-Elect 

The  Reference  Committee  reviewed  the  report  of  the  President- 
Elect  and  recommends  it  be  accepted  as  submitted. 


REPORT  OF  THE  VICE  PRESIDENT 

Your  Association  is  completing  another  successful  year.  Our 
membership  is  at  an  all  time  high.  The  South  Dakota  Legislature 
favorably  addressed  most  of  our  legislative  concerns.  Members 
have  noted  some  improvement  in  the  handling  of  delinquent 
accounts  by  third  party  payers.  These  and  other  things  have  been 
achieved  by  the  concern  and  efforts  of  the  membership  in  support 
of  the  administrative  staff,  the  elected  Councilors,  and  Officers. 
Only  by  such  cooperation  has  our  organization  thrived.  As  we 
face  the  inevitable  challenges  and  responsibilities  of  another  year, 
may  we  rededicate  ourselves  to  the  task. 

Your  Vice  President  has  attended  all  designated  meetings  during 
the  past  year,  other  than  one  to  which  travel  was  prevented  by 
weather. 

Respectfully  submitted, 
Joseph  N.  Hamm,  M.D. 

Vice  President 

The  Reference  Committee  reviewed  the  report  of  the  Vice  President 
and  recommends  it  be  accepted  as  submitted. 


REPORT  OF  THE  SECRETARY-TREASURER 

As  Secretary-Treasurer  for  the  South  Dakota  State  Medical 
Association,  I am  pleased  to  report  that  the  financial  structure 
of  the  organization  remains  sound  and,  in  fact,  substantially  im- 
proved due  to  the  combined  effects  of  a prudent  investment 
policy,  high  interest  rates,  and  a growing  membership.  Twenty- 
three  new  paid  members  have  been  added  to  the  roster  during 
the  last  fiscal  year.  As  an  elected  officer,  I have  attended  all 


meetings  of  the  Council  and  Executive  Committee  held  during 
the  past  year  and  have  also  filled  a special  assignment  representing 
the  SDSM  A as  a member  of  the  South  Dakota  Health  Professions 
Loan  Advisory  Board  reporting  to  the  Board  of  Regents. 

Respectfully  submitted, 
W.  O.  Rossing,  M.D. 
Secretary-Treasurer 

The  Reference  Committee  reviewed  the  report  of  the  Secretary- 
Treasurer  and  recommends  it  be  accepted  as  submitted. 


REPORT  OF  THE  CHAIRMAN  OF  THE  COUNCIL 

The  Council  of  the  South  Dakota  State  Medical  Association 
met  at  its  usual  quarterly  meeting.  With  the  growing  number  of 
physicians  in  the  state,  the  matters  to  come  before  the  Council 
are  many  and  varied.  The  districts  are  very  helpful  in  selecting 
very  able  Councilors  to  represent  them  and  the  South  Dakota 
State  Medical  Association.  I am  very  gratified  with  the  attendance 
of  the  Councilors  at  each  meeting  being  high,  therefore  making 
the  resolution  of  these  matters  easier. 

One  should  also  mention  that  the  work  of  the  commissions 
eases  the  time  the  Council  has  to  spend  on  many  important 
matters.  Many  thanks  go  to  the  Commission  Chairman  and 
Commission  members  who  give  of  their  time. 

It  goes  without  saying  that  coordination  and  help  given  by  our 
Executive  Secretary,  Mr.  Robert  Johnson,  and  his  very  able,  ca- 
pable staff  is  greatly  appreciated.  I am  extremely  grateful  for 
without  them  the  work  of  the  Council  would  not  be  quite  as  easy. 

Respectfully  submitted, 
R.  G.  Gere,  M.D. 

Chairman  of  the  Council 
The  Reference  Committee  reviewed  the  report  of  the  Chairman 
of  the  Council  and  recommended  it  be  accepted  as  submitted. 


FOR  THE  DIABETIC 

The  glucometer  is  for  the  diabetic  patient, 
who  wants  to  know  his  or  her  blood  glucose 
level. 

The  glucometer,  a small,  lightweight, 
portable,  battery-operated,  calibrated, 
instrument  measures  quantitatively  the  glucose 
in  whole  blood.  It  is  used  with  Dextrostix 
Reagent  Strips. 

Call  Kreiser's  Surgical  and  we  will  help  you. 


for  your  home  health  care  needs 


21st  and  Minnesota,  Sioux  Falls,  S.D.  605/336-1155 
219  Omaha,  Rapid  City,  S.D.  605/342-2773 

1723  Geneva,  Sioux  City,  Iowa  712/252-0505 
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REPORT  OF  THE  AMA  DELEGATE 

It  has  been  my  pleasure  to  represent  South  Dakota  at  both  the 
interim  meeting  in  1981  and  the  annual  meeting  in  1981.  The 
Delegate  continues  to  be  impressed  with  the  role  of  even  the 
small  states  in  the  total  organization  of  the  AMA.  It  is  becoming 
abundantly  clear  that  the  AMA  is  shifting  its  emphasis  to  rep- 
resentation from  smaller  areas  as  well  as  trying  to  temper  its 
approach  to  many  of  the  areas  of  concern  to  practicing  physicians 
in  smaller  rural  areas. 

The  role  of  the  AMA  is  gradually  changing,  and  its  efforts  to 
provide  more  service  and  to  delineate  areas  of  service  to  members 
is  becoming  more  well-defined  but  is  still  in  the  process  of  re- 
juvination  and  remodeling. 

The  excellent  staff  has  always  had  the  preparations  for  the 
meetings  well  in  hand  prior  to  the  meeting  and  has  made  it 
possible  for  the  representation  which  comes  from  South  Dakota 
to  represent  the  AMA  levels  in  an  appropriate  fashion.  Dr.  Duane 
Reaney  attended  the  December  1981  meeting  as  Alternate  Del- 
egate, and  Mr.  Robert  Johnson  has  attended  both  meetings.  It 
has  been  my  pleasure  to  be  the  representative  to  the  AMA,  and 
hopefully  the  revision  of  the  structure  of  the  AMA  will  be  complete 
by  the  interim  meeting  in  1982,  and  at  that  time  a complete 
report  will  be  given  not  only  to  the  Council  but  to  the  membership 
of  the  South  Dakota  State  Medical  Association. 

Respectfully  submitted, 
Gerald  E.  Tracy,  M.D. 

AMA  Delegate 

The  Reference  Committee  reviewed  the  report  of  the  AMA  Delegate 
and  recommended  it  be  accepted  as  submitted. 

REPORT  OF  THE  ALTERNATE  AMA  DELEGATE 

As  the  Alternate  AMA  Delegate,  I have  attended  meetings  of 
the  Council  and  Executive  Commission  during  the  past  year; 
however,  I was  unable  to  attend  either  the  AMA  annual  meeting 
or  interim  meeting. 

I believe  the  American  Medical  Association  is  an  extremely 
important  segment  of  organized  medicine,  and  I would  encourage 
all  physicians  to  join  and  become  active  participants. 

Respectfully  submitted, 
Russell  H.  Harris,  M.D. 

Alternate  AMA  Delegate 
The  Reference  Committee  reviewed  the  report  of  the  Alternate 
AMA  Delegate  and  recommended  it  be  accepted  as  submitted. 


REPORT  OF  THE  SPEAKER  OF  THE  HOUSE 

It  was  my  privilege  to  preside  at  the  two  meetings  of  the  House 
of  Delegates  at  the  meeting  in  Sioux  Falls  during  the  1981  annual 
meeting. 

I would  like  to  take  this  opportunity  to  thank  the  colleagues 
who  served  as  chairmen  on  the  various  reference  committees 
which  were  done  with  consideration  and  decision.  Without  this 
participation,  and  also  the  active  help  from  the  entire  House  of 
Delegates,  the  business  of  the  State  Medical  Association  would 
not  be  carried  out  as  well  as  it  has.  I would  also  like  to  take  this 
opportunity  to  extend  my  thanks  to  the  entire  staff  for  their 
excellent  help  during  the  past  year. 

I have  attended  all  of  the  meetings  of  the  Council  and  Executive 
Commission  and  find  that  these  continue  to  be  educational  and 
stimulating. 

I am  looking  forward  to  the  annual  meeting  to  be  held  in  May 
in  Rapid  City,  and  hope  that  we  can  continue  to  have  the  same 
kind  of  active  participation  that  we  have  had  in  the  past. 

Respectfully  submitted, 
H.  L.  Saylor,  Jr.,  M.D. 

Speaker  of  the  House 
The  Reference  Committee  reviewed  the  report  of  the  Speaker  of 
the  House  and  recommended  it  be  accepted  as  submitted. 

REPORT  OF  THE  COUNCILOR  AT  LARGE 

As  Councilor  at  Large  and  immediate  past  president  of  the 


State  Medical  Association,  I have  attended  Council  and  Executive 
Commission  meetings  and  participated  in  the  deliberations  of 
these  two  bodies. 

I have  enjoyed  my  years  of  service  as  an  officer  of  the  Asso- 
ciation and  will  treasure  the  many  friendships  I have  made. 

Respectfully  submitted, 
Winston  B.  Odland,  M.D. 

Councilor  at  Large 

The  Reference  Committee  reviewed  the  report  of  the  Councilor  at 
Large  and  recommended  it  be  accepted  as  submitted. 

REPORT  OF  THE  EXECUTIVE  COMMISSION 

The  Executive  Commission  of  the  South  Dakota  State  Medical 
Association  held  meetings  on  several  occasions  during  the  years 
1981-82. 

At  the  August  meetings  at  Peters  Sunset  Beach,  Glenwood, 
Minnesota,  planning  was  done  for  the  coming  years  and  early 
legislative  positions  were  determined. 

At  the  November  meeting  in  Miller,  in  conjunction  with  the 
Board  of  Directors  of  the  South  Dakota  Hospital  Association, 
concerns  over  legislative  issues,  cost  control  and  quality  assurance 
in  health  care  delivery  were  assured.  This  was  an  important 
meeting  to  help  continue  good  communication  and  relationships 
with  the  South  Dakota  Hospital  Association. 

The  Budget  and  Audit  session  of  the  Commission  was  held  in 
January. 

All  action  items  were  brought  from  the  Commission  to  the 
Council  of  the  South  Dakota  State  Medical  Association  for  action. 
This  Commission  is  functioning  very  well  and  provides  a rea- 
sonable method  of  conducting  business  of  the  Association  between 
Council  meetings. 

Respectfully  submitted, 

Bruce  Lushbough,  M.D. 

President 

The  Reference  Committee  reviewed  the  report  of  the  Executive 
Commission  and  recommended  it  be  accepted  as  submitted. 


ANNUAL  AND  BIANNUAL  LEASING  OF  ALL  MAKES  OF  AUTOMOBILES 

LEASING  IS  NOT  FOR  EVERYONE,  BUT  MEDICAL 
PEOPLE  ARE  OUR  SPECIALTY.  ALL  MAKES  OF 
AUTOS,  TRUCKS,  4 WHEELERS.  VARIOUS  PLANS 
TO  FIT  YOUR  NEEDS  OR  THE  PROFESSIONAL 
GROUPS  WITH  WHOM  YOU  ARE  ASSOCIATED. 
REFERENCES  ARE  GLADLY  FURNISHED  AND  WE 
WILL  WORK  WITH  YOUR  ACCOUNTANTS. 

3401  WEST  41st  STREET 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 

PHONE  336-3818 

C.  H.  "Chuck"  Point,  Mgr.  Home  phone  336-3168 
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SOUTH  DAKOTA 


There’s  more  to 
ZYLOPRIM 
than  (allopurinol). 


■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 

■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 

■ Patient  compliance  pamphlets  available 


Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 


Write  “D.A.  W.,  ” “No  Sub,  ” or  “Medically  Necessary,  ” 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol. 

/ Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


Others  to  look  for: 

agitation 
anorexia 
feelings  of  guilt 
and  worthlessness 
fatigue 
palpitations 
headache 
vague  aches 
and  pains 
sadness 
psychic  and 
somatic  anxiety 


v 

\ 


m 


Artist's  conception, 

looking  out  from  the  human  eye 

as  conceived  in  a schematic  model. 


LIMBITROL  GIVEN 
H.S.:ONEOFTHE 
VITAL  SPECIFICS 
OF  TREATMENT 

Limbitrol  brings  a special— and  specific — quality  of 
relief  to  most  anxious  depressed  patients.  Insomnia, 
for  example,  responds  with  particular  promptness. 

Other  symptoms  likely  to  respond  within  the  first  week 
of  treatment  include  anorexia,  agitation  and  psychic 
and  somatic  anxiety.  And,  as  the  depression  and 
anxiety  are  alleviated,  in  many  cases  so  are  such 
related  somatic  symptoms  as  headache,  palpitations, 
and  various  vague  aches  and  pains. 

Limbitrol  given  once  daily  h.s. 
may  be  the  best  approach 

Many  patients  respond  readily  to  a single  bedtime 
dose  of  Limbitrol,  a convenient  schedule  that  may 
enhance  compliance  and  helps  relieve  the  insomnia 
associated  with  anxious  depression.  Limbitrol  also 
otters  a choice  of  other  regimens:  t.i.d.,  or  a divided 
dose  with  the  larger  portion  h.s.  In  all  cases,  caution 
patients  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring 
complete  mental  alertness,  such  as  driving  or  oper- 
ating machinery. 

in  moderate  depression  and  anxiety 

Limbitrole 

Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(os  the  hydrochloride  salt) 


Specific  therapy  with  h.s.  dosage  convenience 


Please  see  summary  of  complete  product  information  on  following  page. 


LIMBITROL®  TABLETS  Tranquilizer — Antidepressant 

Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Relief  of  moderate  fo  severe  depression  associated  with  moderate 
to  severe  anxiety. 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressants.  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  of  MAO  inhibitors  since  hyperpyretic 
crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use; 
then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is 
achieved  Contraindicated  during  acute  recovery  phase  following  myocardial 
infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or 
angle-closure  glaucoma.  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  anticholinergic-type  drugs.  Closely  supervise 
cardiovascular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high 
doses.  Myocardial  infarction  and  stroke  reported  with  use  of  this  class  of 
drugs.)  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving). 

Usage  in  Pregnancy.  Use  of  minor  tranquilizers  during  the  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  ot  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  it  they  intend  to  or  do  become  pregnant. 
Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been 
reported  rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symptoms 
following  discontinuation  of  either  component  alone  have  been  reported 
(nausea,  headache  and  malaise  for  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide). 
Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renal  or  hepatic  function  Because  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these 
patients.  Periodic  liver  function  tests  and  blood  counts  are  recommended 
during  prolonged  treatment.  Amitriptyline  component  may  block  action  of 
guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated:  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precautions  about  pregnancy 
Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended 
in  children  under  12.  In  the  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects. 
Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either 
component  alone:  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor,  confusion  and  nasal  congestion.  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  have  been  observed 
rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs: 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke. 

Psychiatric:  Euphoria,  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomania  and  increased  or  decreased  libido. 

Neurologic:  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns. 
Anticholinergic:  Disturbance  of  accommodation,  paralytic  ileus,  urinary 
retention,  dilatation  ot  urinary  tract 

Allergic:  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue, 
pruritus. 

Hematologic:  Bone  marrow  depression  including  agranulocytosis, 
eosinophilic,  purpura,  thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis, 
peculiar  taste,  diarrhea,  black  tongue. 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast 
enlargement,  galactorrhea  and  minor  menstrual  irregularities  in  the  female 
and  elevation  and  lowering  of  blood  sugar  levels. 

Other:  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary 
frequency,  mydriasis,  jaundice,  alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an 
overdose.  Treatment  is  symptomatic  and  supportive.  I.V.  administration  of  1 to 
3 mg  physostlgmine  salicylate  has  been  reported  to  reverse  the  symptoms  of 
amitriptyline  poisoning  See  complete  product  information  tor  manifestation 
and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response. 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtained. 
Larger  portion  ot  daily  dose  may  be  taken  at  bedtime.  Single  h.s.  dose  may 
suffice  for  some  patients.  Lower  dosages  are  recommended  for  the  elderly. 
Limbitrol  10-25,  initial  dosage  ot  three  to  tour  tablets  daily  in  divided  doses, 
increased  to  six  tablets  or  decreased  to  two  tablets  daily  as  required. 

Limbitrol  5-12.5,  initial  dosage  of  three  to  four  tablets  dally  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses. 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlor- 
diazepoxide and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue, 
film-coated  tablets,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg 
amitriptyline  (as  the  hydrochloride  salt)- -bottles  of  100  and  500,  Tel-E-Dose' 
packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50 


WHY YOU 
SHOULD 
MAKE  A 
CORPORATE 
CONTRIBU- 
TION TO 
THE  AD 
COUNCIL 

The  Advertising  Council  is  the  biggest 
advertiser  in  the  world.  Last  year,  with 
the  cooperation  of  all  media,  the  Coun- 
cil placed  almost  six  hundred  million 
dollars  of  public  service  advertising. 
Yet  its  total  operating  expense  budget 
was  only  $1, 147,000  which  makes  its 
advertising  programs  one  of  America’s 
greatest  bargains ...  for  every  $1  cash 
outlay  the  Council  is  generating  over 
$600  of  advertising. 

U.S.  business  and  associated  groups 
contributed  the  dollars  the  Ad  Council 
needs  to  create  and  manage  this 
remarkable  program.  Advertisers,  ad- 
vertising agencies,  and  the  media 
contributed  the  space  and  time. 

Your  company  can  play  a role.  If  you 
believe  in  supporting  public  service 
efforts  to  help  meet  the  challenges 
which  face  our  nation  today,  then  your 
company  can  do  as  many  hundreds  of 
others— large  and  small— have  done. 
You  can  make  a tax-deductible  con- 
tribution to  the  Advertising  Council. 

At  the  very  least  you  can,  quite  easily, 
find  out  more  about  how  the  Council 
works  and  what  it  does.  Simply  write  to: 
Robert  P.  Keim,  President,  the  Adver- 
tising Council,  Inc.,  825  Third  Avenue, 
New  York,  New  York  10022. 


A Public  Service  of  This  Magazine 
& The  Advertising  Council 

The  cost  of  preparation  of  this  advertisement 
was  paid  for  by  the  American  Business  Press, 
the  association  of  specialized  business  publi- 
cations. This  space  was  donated  by  this 
magazine. 


ROCHE  PRODUCTS  INC 
Manati,  Puerto  Rico  00701 


REPORT  OF  THE  EXECUTIVE  SECRETARY 

This  past  year  has  been  a most  exciting  and  rewarding  year 
for  the  South  Dakota  State  Medical  Association.  Dr.  Lushbough, 
your  President,  and  I were  extremely  fortunate  to  visit  each  of 
the  twelve  district  medical  societies.  I would  once  again  like  to 
express  my  sincere  appreciation  for  the  hospitality  shown  us  and 
the  consideration  given  to  us  by  the  membership.  At  this  level 
of  organized  medicine,  the  multitude  of  issues  and  concerns  af- 
fecting your  profession  must  be  heard  and  dealt  with,  for  without 
this  input,  the  challenges  which  have  confronted  us  in  the  past 
may  never  have  been  resolved.  It  goes  without  saying  that  the 
attendance  and  participation  at  these  meetings  and  others  is  vital 
to  the  continuing  operation  and  success  of  your  State  Medical 
Association.  The  leadership  provided  by  district  officers  has  been 
most  helpful  in  establishing  Medical  Association  policy  and  in 
achieving  the  desired  results  of  programs  implemented.  I en- 
courage all  district  medical  societies  to  continue  your  interest 
and  involvement  in  your  local  community. 

All  of  the  standing  commissions  of  the  State  Medical  Asso- 
ciation: Commission  on  Internal  Affairs,  Communications  and 
Liaison;  Commission  on  Legislation  and  Governmental  Relations; 
Commission  on  Medical  Service;  Commission  on  Scientific 
Medicine;  met  during  the  past  year,  and  a report  of  their  activities 
is  included  in  this  Delegate’s  Handbook.  In  addition  to  the  fore- 
going Commissions,  the  Executive  Commission,  the  Grievance 
Commission,  the  Professional  Liability  Commission,  the  Budget 
and  Audit  Committee,  the  Liaison  Committee,  and  the  Long 
Range  Planning  Committee  met  during  the  year.  The  chairmen 
and  members  of  these  commissions  and  committees  should  be 
commended  for  their  dedication  and  diligent  work  which  have 
contributed  to  resolving  the  matters  placed  before  them.  Their 
recommendations  to  the  Council  and  House  of  Delegates,  based 
upon  a wide  variety  of  opinions,  have  streamlined  the  Associ- 
ation’s business  with  their  ultimate  goal  of  meeting  the  needs  of 
the  Association  membership.  Once  again,  I am  pleased  to  say 
the  Association  is  on  sound  financial  ground,  and  it  will  not  be 
necessary  to  have  a dues  increase  this  year.  Special  thanks  goes 
to  our  Secretary-Treasurer  for  his  expertise  and  guidance  and  to 
the  Executive  Commission  and  the  Budget  and  Audit  Committee 
for  their  forsight  in  setting  Association  financial  policy. 

The  Fifty-seventh  South  Dakota  Legislative  Session  found  in 
excess  of  fifteen  bills  directly  affecting  the  medical  profession  in 
our  state.  I will  not  review  each  of  these  bills  individually  since 
Dr.  Haas,  Chairman  of  the  Commission  on  Legislation  and  Gov- 
ernmental Relations,  and  Dr.  Lushbough,  your  President,  both 
have  done  an  outstanding  job  in  outlining  the  legislative  positions 
in  their  reports.  The  content  of  the  bills  which  we  introduced 
and  supported  this  year  were  relatively  noncontroversial.  How- 
ever, as  always,  we  must  remain  prepared  to  deal  with  any  leg- 
islation which  affects  the  medical  community.  Nationally,  there 
are  two  major  regulatory  programs  which  are  to  expire  on  October 
1,  1982.  The  National  Health  and  Planning  Resources  Devel- 
opment Act  of  1974  has  as  its  original  intent 

to  effectively  consolidate  health  planning  with  the  devel- 
opment of  resources  while  at  the  same  time  providing  legal 

authority  to  implement  the  statewide  comprehensive  health 

plans. 

It  has  failed  in  all  respects.  Contained  in  this  law  are  the  Federal 
Certificate  of  Need  regulations  which  mandates  the  compliance 
of  all  states.  This  year,  as  in  the  past  we  were  able  to  defeat  at 
the  state  level  legislation  which  would  have  extended  Certificate 
of  Need  requirements  to  physicians’  offices.  I am  very  hopeful 
that  this  federal  program  will  not  survive  the  sunset  process.  The 
other  major  regulatory  program  to  expire  is  the  Federal  Trade 
Commission.  On  March  23,  the  U.S.  Supreme  Court  left  standing 
a lower  court  order  upholding  the  FTC  in  its  dispute  with  the 
AMA  over  physician  advertising.  In  a four  to  four  tie  vote,  the 
Supreme  Court  failed  to  conclusively  resolve  the  issue  of  the 
FTC’s  overall  jurisdiction  over  professional  associations,  and 
thus,  the  final  decision  is  left  to  Congress.  I might  also  add  that 
there  are  several  bills  which  have  been  introduced  in  Congress 
which  would  reform  the  Federal  Trade  Commission,  specifically, 
legislation  which  would  exempt  state  regulated  professions  and 
their  membership  associations  from  the  jurisdiction  of  the  Com- 


mission. In  addition,  Washington  is  considering  many  new  pro- 
grams with  the  central  theme  seeming  to  center  around 
competition. 

Health  and  Human  Services  Secretary,  Richard  Schweiker, 
stated  that  if  health  providers  do  not  accept  some  changes  that 
reform  the  system,  “they  surely  will  get  caps  or  some  other  reg- 
ulations.” Although  not  advocating  controls,  he  stated  something 
would  have  to  be  done  unless  such  steps  as  pro-competition  and 
prospective  reimbursement  are  approved  by  Congress.  While  the 
present  administration  is  not  promoting  a National  Health  In- 
surance Program,  both  the  administration  and  Congress  have 
spent  considerable  time  and  placed  great  emphasis  on  cost  con- 
tainment through  competition.  The  intent  is  to  foster  greater  cost 
consciousness  on  the  part  of  employers  and  employees  by  offering 
various  choices  of  health  plans.  Such  plans  will  offer  a greater 
choice  to  the  consumers  of  health  services  and  will  include  in- 
centives to  reduce  over-utilization  and  multiple  insurance  cov- 
erage. It  is  anticipated  that  the  Administration’s  pro-competition 
national  health  plan  will  be  submitted  to  Congress  prior  to  the 
end  of  the  year.  Congress  is  considering  numerous  pieces  of  leg- 
islation, and  we  must  continue  to  monitor  proposed  bills  and 
promote  legislation  which  we  feel  is  necessary  for  good  medical 
practice.  It  is  certain  that  the  future  holds  many  productive, 
exciting,  but  none  the  less,  trying  times  for  the  medical  profession. 

It  goes  without  saying  that  changes  do  not  just  happen.  They 
are  brought  about  by  involvement.  I firmly  believe  that  doctors 
have  a professional  responsibility  to  be  active  in  politics,  whether 
it  be  as  a member  of  SoDaPAC  and  AMPAC,  as  a candidate  for 
public  office,  or  as  a campaign  volunteer. 

We  must  continue  to  vocalize  the  medical  profession’s  concerns 
and  interests  not  only  before  governmental  agencies  and  lay 
groups,  but  also,  most  important  of  all,  to  our  patients.  It  is  they 
who  have  the  ultimate  say  in  determining  what  direction  and 
what  changes  the  medical  profession  will  be  taking  in  years  to 
come.  The  patient  must  be  the  greatest  advocate  for  medicine. 

All  in  all,  your  Executive  Secretary  feels  that  it  has  been  a most 
rewarding  year.  In  my  report  last  year,  I stated  that  it  is  now 
time  to  reevaluate  the  role  of  the  State  Medical  Association.  This 
must  be  an  ongoing  process  and  each  individual  physician  mem- 
ber’s input  is  valuable.  We  have  once  again  demonstrated  our 
position  of  leadership  in  directing  responsible  change  in  matters 
affecting  the  delivery  of  health  services  in  South  Dakota.  The 
talent  and  dedication  of  your  commission  and  committee  mem- 
bers and  your  officers  and  councilors  has  had  a profound  effect, 
not  only  on  the  policies  established,  but  also  on  your  staff  at  the 
executive  office. 

Finally,  to  Dr.  Lushbough,  our  President,  words  alone  certainly 
cannot  express  the  sincere  appreciation  I have  for  your  leadership 
and  friendship.  Your  concern  for  the  welfare  of  the  physician 
members  of  this  Association  and  for  the  people  of  South  Dakota 
has  been  an  inspiration  to  us  all.  You  have  truly  represented  the 
medical  profession  with  distinction  and  honor. 

Respectfully  submitted, 
Robert  D.  Johnson 
Executive  Secretary 

The  Reference  Committee  reviewed  the  report  of  the  Executive 
Secretary.  The  Committee  would  like  to  recognize  the  outstanding 
work  and  ability  of  our  Executive  Secretary.  Robert  Johnson  and 
his  staff  during  the  last  year  in  conducting  the  South  Dakota  State 
Medical  Association. 


REPORT  OF  THE  FIRST  DISTRICT  COUNCILOR 

The  First  District  Medical  Society  met  on  a monthly  basis; 
September  1981  through  May  1982.  The  meetings  were  generally 
preceded  with  a cocktail  hour  and  dinner  with  wives  present. 
The  Auxiliary  then  met  separately  from  the  district  while  the 
district  conducted  its  business  meeting  and  an  educational  meet- 
ing. 

On  September  2,  1981,  Dr.  Arthur  Scherer,  rheumatologist, 
gave  a presentation  on  common  arthritic  conditions  and  treat- 
ments. Doctors  Anthony  Talbert  and  Arlin  Myrmoe  were  accepted 
as  new  members  at  this  meeting. 

On  October  7,  1981,  Dr.  William  Gust,  Assistant  Professor  of 
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Internal  Medicine  at  the  University  of  Nebraska,  gave  a pres- 
entation on  hypertension. 

On  November  4,  1981,  President  of  the  South  Dakota  State 
Medical  Association,  Dr.  Bruce  Lushbough,  and  Mr.  Bob  Johnson, 
Executive  Secretary,  were  present  for  their  annual  visitation  and 
each  presented  appropriate  reports.  Doctors  John  Stopple,  James 
Lukach  and  John  Ottenbacher  were  accepted  as  members  in  the 
district. 

Our  annual  meeting  was  held  on  December  2,  1981.  New 
officers  were  elected  including:  Dr.  Carlton  Korn,  President;  Dr. 
Jay  Bachmayer,  Vice  President;  Dr.  Harvey  Hart,  Secretary- 
Treasurer.  Delegates  to  the  State  Medical  Association  annual 
meeting  are:  Doctors  John  Christopher,  Granville  Steele  and 
Karlis  Zvejnieks.  Alternate  Delegates  are:  Doctors  Juan  Chavier, 
Charles  Pelton  and  David  Seaman. 

Routine  business  was  conducted  at  the  February  3,  1982  meet- 
ing including  various  correspondence  from  the  City  Association. 
There  was  some  concern  expressed  concerning  the  itinerate  prac- 
tice of  medicine.  The  speaker  from  Fargo  was  unable  to  attend 
due  to  last  minute  problems. 

At  the  March  meeting,  a presentation  was  given  by  Dr.  Calvin 
Andersen,  local  radiologist,  on  the  use  of  ultrasound  in  obstetrics 
and  its  application  in  early  gestational  assessment.  The  appli- 
cations of  Doctors  Calvin  Andersen,  Esther  Andersen  and  Cheng- 
Fu  Chen  were  accepted  for  membership. 

Dr.  Raymundo  Tan  is  scheduled  to  present  the  scientific  pro- 
gram for  April,  and  Dr.  Paul  Carpenter  is  scheduled  to  speak  on 
calcium  blockers  at  the  May  meeting. 

Respectfully  submitted, 
B.  C.  Gerber,  M.D. 

J.  A.  Eckrich,  Jr.,  M.D. 

Councilors,  First  District 

The  Reference  Committee  reviewed  the  report  of  the  Councilor 
from  the  First  District  Medical  Society  and  recommended  it  be 
accepted  as  submitted. 


REPORT  OF  THE  SECOND  DISTRICT  COUNCILOR 

The  officers  elected  at  the  December  1982  meeting  to  serve 
the  1982  year  for  the  Watertown  District  Medical  Society  include: 
President  — Dr.  Paul  Larson 
Vice  President— Dr.  Richard  McClaflin 
Secretary-Treasurer— Dr.  Gerald  Tracy 
Censor  for  3 years— Dr.  David  Piro 
Censor  for  2 years— Dr.  Bemie  Hanson 
Censor  for  1 year— Dr.  Ted  Wrage 
Delegate  for  2 years— Dr.  Parry  Nelson 

(Alternate  for  Dr.  Jim  Homing) 
Delegate  for  1 year— Dr.  James  Larson 

(Alternate  for  Dr.  W.  Nicol  Guddal) 

Regular  monthly  meetings  were  held  since  our  last  annual 
meeting.  In  October,  a complete  report  of  the  Council  meeting 
was  presented  by  Dr.  G.  Robert  Bartron,  the  Councilor.  A pres- 
entation on  “Care  of  the  Elderly  Hypertensive”  was  presented 
by  Dr.  George  Ackerman  of  the  University  of  Arkansas. 

At  the  November  meeting,  the  state  President,  Dr.  Bruce  Lush- 
bough, and  the  Executive  Secretary,  Mr.  Robert  Johnson,  were 
guests,  and  both  made  an  excellent  presentation  bringing  us  up 
to  date  on  the  affairs  of  the  State  Medical  Association. 

The  meeting  in  January  had  a scientific  presentation  by  Mr. 
Norman  Van  Klompenburg  from  the  Human  Service  Agency  in 
Watertown,  South  Dakota.  He  presented  a program  which  updated 
the  Human  Service  Agency  and  explained  some  of  the  services 
now  available.  A lengthy  discussion  was  held  regarding  the  ATCO 
project  which  deals  with  development  of  productivity  of  retarded 
citizens  who  worked  there. 

The  February  meeting  had  a presentation  from  Mr.  Bruce 
Mitchell,  General  Manager  of  Dakota  Montana  Service  Center 
of  the  St.  Paul  Fire  and  Marine;  Mr.  Howard  Richert,  Under- 
writing Officer  from  the  St.  Paul  office;  and  Dave  Henderson, 
Claims  Manager  for  Dakota  Montana  Service.  This  was  a lively 
and  excellent  meeting  looking  at  the  prospective  future  of  mal- 
practice developments. 

The  March  meeting  included  with  the  regular  business  a pres- 


entation by  Dale  Stnmble,  Jr.,  representative  from  Kodak  Com- 
pany, who  gave  a most  interesting  lecture  on  the  making  of  lecture 
slides. 

The  April  meeting  included  guests  who  were  medical  students: 
Ron  Anderson  MS  II,  Mark  Kummer  MS  II,  Marty  Norris  MS 
II,  and  Gary  Timmerman  MS  II.  The  program  was  presented 
by  Dr.  James  Ruggles,  pathologist  from  the  Watertown  hospitals. 
It  was  an  excellent  presentation  on  hematology. 

The  overall  activity  of  the  Watertown  District  Medical  Society 
has  been  excellent. 

Respectfully  submitted, 
G.  Robert  Bartron,  M.D. 

Councilor,  Second  District 

The  Reference  Committee  reviewed  the  report  of  the  Councilor 
from  the  Second  District  Medical  Society  and  recommended  the 
report  be  accepted  as  submitted. 


REPORT  OF  THE  THIRD  DISTRICT  COUNCILOR 

The  Third  District  Medical  Society  has  met  five  times  since 
the  last  report. 

June  18,  1981  in  Madison— The  Society  met  to  discuss  the 
resolutions  passed  at  the  recent  State  Medical  Association  meeting. 
Reports  were  given  both  by  the  Councilor  and  Delegates.  A sci- 
entific session  was  presented  by  Dr.  Jim  Ingvoldstad  of  Central 
Plains  Clinic,  Sioux  Falls,  entitled  "What’s  New  in  Obstetrics/ 
Gynecology.” 

August  20,  1982  in  Arlington  — Presidential  Visit— After  a meal. 
Dr.  Bruce  Lushbough  was  introduced  as  the  newly  elected  Pres- 
ident of  the  South  Dakota  State  Medical  Association.  He  spoke 
with  regard  to  current  topics  of  medical  importance  in  the  State 
Medical  Association  and  of  national  importance.  Mr.  Robert 
Johnson  accompanied  Dr.  Lushbough  and  answered  questions 
from  the  members,  particularly  in  response  to  North  Dakota’s 
present  coverage  of  South  Dakota’s  medicare. 

October  22,  1981  in  Watertown  — This  meeting  was  held  outside 
of  the  district  to  take  advantage  of  an  excellent  Italian  cuisine 
at  a private  residence  of  Mamma  Gina  and  Pasquale  Natalie’s. 
Following  the  meal,  Dr.  Juan  Monoz  of  Fargo,  North  Dakota 
presented  some  new  concepts  in  the  etiology  of  the  vrious  forms 
of  diabetes. 

December  10,  1981— Annual  Meeting— This  meeting  was  held 
at  the  Flandreau  Indian  School  and  was  a combination  of  Christ- 
mas and  annual  meeting.  The  election  of  officers  was  held  with 
Dr.  Jim  Appelwick  being  elected  President  for  1982;  Dr.  Sam 
Bandiera,  Vice  President;  and  Dr.  Kim  Wilde,  Secretary-Treas- 
urer. It  was  decided  also  to  keep  our  present  yearly  dues  for  the 
district  at  $10  per  member. 

February  18,  1982  in  Madison  — An  educational  session  and 
meeting  were  held  at  the  Grand  View  Supper  Club.  Dr.  Mary 
Slattery  presented  a discussion  on  the  role  of  calcium  antagonists 
in  the  treatment  of  cardiac  disease.  Dr.  Jim  Appelwick,  President, 
was  also  asked  by  the  membership  to  select  two  additional  censors 
for  our  district. 

A meeting  will  be  held  in  Brookings  in  April. 

Respectfully  submitted, 
Arthur  A.  Lampert,  M.D. 
Councilor,  Third  District 

The  Reference  Committee  reviewed  the  report  of  the  Councilor 
from  the  Third  District  Medical  Society  and  recommended  it  be 
accepted  as  submitted. 


REPORT  OF  THE  FOURTH  DISTRICT  COUNCILOR 

The  annual  meeting  of  the  Fourth  District  Medical  Society 
was  held  on  January  13.  1982.  At  this  meeting,  Phillip  Hoffsten, 
M.D.  was  elected  President,  Marion  Cosand,  M.D.  was  re-elected 
Secretary-Treasurer,  John  Davis,  M.D.  as  Delegate  for  the  coming 
year,  and  Phillip  Hoffsten,  M.D.  as  Alternate  Delegate.  The  pro- 
gram consisted  of  the  State  Association  President’s  visitation  by 
Dr.  Bruce  Lushbough.  Additional  comments  on  the  legislative 
session  by  Executive  Secretary,  Robert  D.  Johnson,  rounded-out 
the  evening’s  program. 
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Nearly  the  entire  district  again  participated  in  the  high  school 
and  junior  high  athletic  physicals  which  were  given  in  two  sessions, 
one  in  the  spring  and  one  in  the  fall. 

A large  number  of  the  district  physicians  also  participated  in 
the  State  Amateur  Boxing  Meet  on  February  26  and  27,  1982 
both  by  giving  preliminary  physicals  and  by  acting  as  ring  phy- 
sicians during  the  meet. 

Again,  in  cooperation  with  the  Inservice  Education  Department 
of  St.  Mary’s  Hospital  in  Pierre,  a very  active  CME  program  was 
carried  out  which  consisted  of  the  following: 

January  20,  1 98 1 —"Oncology,  New  Developments  in  Chemo- 
therapy,” 

Dr.  Richard  Reed,  USD 
February  19,  198 1 — “CPR  Certification” 

March  3,  1981— “Meningitis— Infections  of  the  Nervous 
System,” 

Dr.  Alan  Kelts 

April  28,  1981— “Bread  and  Butter  Ultrasonography,” 

Dr.  Philip  Karsell,  Mayo  Clinic 
May  14,  1981— “Pain  Management,” 

Kitty  Smith,  North  Memorial  Hospice, 
Minneapolis 

May  19,  1981  —“Clinical  Pharmacology  and  Drug  Monitoring,” 
Drs.  Larry  Patterson  and  A1  Hartman 
June  10  and  11,  1981— “CPR  Certification” 

June  16,  1981— “Family  Violence,” 

Drs.  Carl  Rutt  and  Bill  Arbes,  USD 
July  13,  198 1 —“Gastric  Stapling,” 

Dr.  Nelson,  CPC,  Sioux  Falls 
August  18,  1981 —“Arthritis  Update,” 

Dr.  James  Engelbrecht,  Rapid  City 
November  17,  1981— “Emphysema,  COLD,” 

Dr.  Rod  Parry,  USD 

January  19,  1982  — “Cutaneous  Malignant  Melanoma,” 

Dr.  D.  W.  Ohrt,  LCM 

January  26,  1982— “Antibiotic  Induced  Colitis,” 

Dr.  Raszkowski,  USD 

Respectfully  submitted, 
R.  C.  Jahraus,  M.D. 

Councilor,  Fourth  District 

The  Reference  Committee  reviewed  the  report  of  the  Councilor 
from  the  Fourth  District  Medical  Society  and  recommended  it  be 
accepted  as  submitted. 


REPORT  OF  THE  FIFTH  DISTRICT  COUNCILOR 

Since  my  last  report,  the  Huron  District  has  continued  to  have 
excellent  response  to  their  quarterly  meetings.  Our  May  2 1 meeting 
was  no  exception,  thirty-six  members  and  wives  (and  friends) 
enjoyed  fine  steaks  and  baked  potatoes  along  with  the  Legion 
Club’s  fine  salad  bar.  Dr.  Fuller  of  the  USD  Psychiatry  Department 
spoke  to  all  present  on  “Depression.”  The  topic  was  well  chosen 
because  we  had  lost  one  of  our  most  active  district  members 
since  our  previous  meeting,  Dr.  Fred  Leigh.  He  had  filled  all  the 
elected  spots  from  District  Secretary,  President,  Councilor  for 
years,  and  state  offices  up  to  State  President.  He  was  our  close 
friend  as  well  as  active  in  supporting  the  Medical  School  in  all 
issues.  He  was  our  conscience  at  times  and  we  miss  him.  Following 
the  speaker,  the  women  adjourned  to  some  far  comer  of  their 
own,  and  we  attended  to  Councilor  reports  and  gave  instructions 
to  our  State  Delegates.  Dr.  David  Buchanan  reported  on  plans 
to  have  a historical  display  at  the  Centennial  meeting  in  Sioux 
Falls. 

We  apparently  slept  all  summer  and  awakened  in  the  fall  when 
forty-one  of  our  group  heard  Dr.  Bruce  Lushbough  report  to  us 
in  his  capacity  as  State  President.  Bob  Johnson  filled  us  in  on 
legislative  topics.  Dave  Buchanan,  M.D.  was  re-elected  as  District 
Councilor  and  Bob  Bell,  M.D.  selected  as  Alternate  Councilor. 
Steaks  again  were  done  to  perfection. 

Back  to  the  Department  of  Psychiatry  on  December  8,  1981 
when  fifty-one  gathered  to  munch  and  sip  and  listen  as  Bill  Arbes 
Ph.D.  filled  us  in  on  the  "Pitfalls  of  Professional  STRESS.” 
Sounded  to  us  like  Bill  had  just  as  much  stress  in  Sioux  Falls  as 
we  did  in  our  district.  We  had  an  election  of  officers  and  came 


up  with  this  slate  for  1982:  H.  L.  Saylor,  M.D.,  President;  R.  J. 
Pelegrin,  M.D.,  Vice  President;  and  Emil  Hofer,  M.D.,  Secretary- 
Treasurer. 

We  survived  the  winter  of  records  and  turned  out  in  full  force 
on  March  7,  1982  again  in  Huron  to  eat  and  enjoy  each  other’s 
company.  All  the  doctors  in  our  district  outside  of  Huron  and 
their  wives  were  present  except  for  young  Dr.  Dean  of  Wessington 
Springs.  Dr.  Paul  Carpenter  and  Dr.  Leycester  Owens  of  Sioux 
Falls  gave  a presentation  on  “New  Calcium  Channel  Blockers 
in  Heart  Disease.”  Emil  Hofer,  M.D.  missed  the  meeting  . . . . 
he  has  been  the  Secretary  for  eleventy-seven  years.  He  was  home 
in  a large  cast  nursing  a fractured  ankle.  Dr.  Howard  Saylor 
presided,  and  we  again  gave  voice  to  our  Delegates  to  the  Rapid 
City  meeting;  Doctors  Robert  Hohm  and  Saylor  with  Alternate 
Delegates  being  Doctors  Hofer  and  Pelegrin.  Dr.  Robert  Bell  will 
serve  as  Alternate  Council  for  the  April  1 7 Council  meeting. 

Respectfully  submitted, 
David  J.  Buchanan,  M.D. 

Councilor,  Fifth  District 

The  Reference  Committee  reviewed  the  report  of  the  Councilor 
from  the  Fifth  District  Medical  Society  and  recommended  it  be 
accepted  as  submitted. 


REPORT  OF  THE  SIXTH  DISTRICT  COUNCILOR 

The  Sixth  District  Medical  Society  of  the  South  Dakota  State 
Medical  Association  met  infrequently  this  last  year. 

Our  district  grew  by  five  physicians,  and  attendance  has  been 
good. 

An  attempt  is  being  made  to  have  some  form  of  continuing 
medical  education.  At  the  last  meeting  in  December,  election  of 
officers  was  held  and  the  present  officers  were  relected  for  another 
year  unanimously. 

It  was  felt  that  in  the  coming  year  meetings  were  to  be  tried 
on  a more  regular  basis. 

Respectfully  submitted, 
R.  G.  Gere,  M.D. 

Councilor,  Sixth  District 
The  Reference  Committee  reviewed  the  report  from  the  Councilor 
for  the  Sixth  District  Medical  Society  and  recommended  it  be 
accepted  as  submitted. 


REPORT  OF  THE  SEVENTH  DISTRICT  COUNCILOR 

The  Seventh  District  Council  met  monthly  throughout  the  year 
of  1 98 1 with  the  exception  of  June  and  August.  The  year’s  business 
matters  kept  the  members  and  officers  very  busy  throughout  the 
year  of  1981. 

The  January  meeting  accomplished  two  changes  in  the  Bylaws. 
The  first  change  was  in  Article  5,  Section  2,  at  which  time  the 
annual  meeting  of  the  society  was  changed  to  November  of  each 
year  so  that  the  election  of  officers  would  not  interfere  with  the 
meeting  inviting  the  State  Legislators.  The  second  Bylaw  change 
was  in  Article  7,  Section  7,  which  was  approved  that  the  President- 
Elect  shall  succeed  to  the  presidency  of  the  society  and  take  office 
as  President  at  the  January  meeting  after  his  term  as  President- 
Elect  and  serve  for  a period  of  one  year. 

At  the  February  meeting.  Dr.  Charles  McDonald  spoke  on  the 
history  of  medicine  in  Souix  Falls. 

In  April,  the  committee  accomplished  a resolution  which  was 
sent  to  the  House  of  Delegates  of  the  South  Dakota  State  Medical 
Association  where  it  was  resolved  that  the  Committee  on  Leg- 
islation and  Governmental  Relations  review,  along  with  the  Di- 
vision of  Insurance  of  the  State  of  South  Dakota  and  other 
appropriate  authorities,  the  differing  types  of  supplemental  health 
insurance  sold  in  South  Dakota  and  make  appropriate  recom- 
mendations for  change  to  the  Council  of  the  South  Dakota  State 
Medical  Association  for  further  follow-up  and  action  as  may  be 
appropriate. 

In  May,  election  of  Councilors  was  performed;  Dr.  Lowell 
Hyland  was  elected  as  Councilor  and  Dr.  Dennis  Johnson  as 
Alternate  Councilor. 
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In  July,  a motion  was  made  that  a survey  of  professional  and 
educational  needs  of  southwest  Minnesota  medical  communities 
be  obtained  and  also  individuals  in  Sioux  Falls  interested  in 
providing  service  to  this  area  be  obtained  prior  to  a joint  meeting 
between  representatives  from  the  Seventh  District  and  the  South- 
west Minnesota  Medical  Cooperative. 

In  September,  Dr.  Bruce  Lushbough,  President  of  the  South 
Dakota  State  Medical  Association,  gave  a brief  presentation  on 
the  state  of  the  Medical  Association,  cost  containment  and  mal- 
practice insurance. 

In  November,  a new  slate  of  officers  was  presented  and  unan- 
imously approved  by  the  membership  to  include: 

President— John  Ochsner,  M.D. 

President-Elect  — Gail  Benson,  M.D. 

Secretary  — Rodney  Parry,  M.D. 

Treasurer— Jeffrey  Hagan,  M.D. 

Councilor— Richard  Gunnarson,  M.D. 

(3  year  term) 

Alternate  Councilors— Lawrence  Finney,  M.D. 

(3  year  term) 

Gerald  Loos,  M.D.  (2  year  term) 

Denny  Ortmeier,  M.D. 

(2  year  term) 

The  December  meeting  was  devoted  to  the  annual  visit  from 
the  elected  legislators  from  the  Seventh  District  area  at  a cocktail 
party  and  dinner.  Each  legislator  gave  a report  on  major  medical 
bills  and  a report  on  the  committee  he  served. 

Respectfully  submitted, 
Larry  L.  Sittner,  M.D. 

Councilor,  Seventh  District 
The  Reference  Committee  reviewed  the  report  of  the  Councilor 
from  the  Seventh  District  Medical  Society  and  recommended  it 
be  accepted  as  submitted. 


REPORT  OF  THE  EIGHTH  DISTRICT  COUNCILOR 

The  Eighth  District  met  December  9,  1981  at  Sacred  Heart 
Hospital.  Included  in  the  meeting  was  a tour  for  all  interested 
physicians  of  the  new  hospital  facility.  A short  business  meeting 
was  held.  After  this,  the  first  annual  McVay  Lecture  Series  was 
initiated  with  three  brief  lectures  presented  by  Doctors  Brinkman, 
Mike  McVay  and  Stemquist. 

The  second  meeting  was  held  March  1 7,  1982.  A presentation 
by  Dr.  Robert  Tenbensel  was  given  and  was  on  the  subject  of 
the  history  of  child  abuse.  A business  meeting  was  then  held.  It 
was  decided  we  would  hold  another  district  meeting  prior  to  the 
state  meeting  this  year.  $500  was  awarded  to  the  South  Dakota 
Medical  School  Endowment  Fund  from  the  district. 

Two  resolutions  were  discussed  and  passed  for  the  state  medical 
meeting. 

New  officers  were  elected  and  include: 

President— Dr.  Stemquist 
Vice  President  — Dr.  Saloum 
Treasurer— Dr.  Buchhammer 
Secretary  — Dr.  Isburg 

Dr.  Porter  was  nominated  and  elected  as  Councilor  to  fill  the 
vacancy  created  by  Dr.  Held. 

Delegates  for  the  state  meeting  were  elected  and  they  are  Doctors 
Hubner  and  Halverson  with  Alternate  Councilors  being  Doctors 
Stemquist  and  Isburg. 

It  was  also  decided  to  schedule  the  entire  year’s  district  medical 
meetings  with  appropriate  programs.  The  meeting  was  then  ad- 
journed. 

Respectfully  submitted, 
Frank  D.  Messner,  M.D. 

Councilor,  Eighth  District 
The  Reference  Committee  reviewed  the  report  of  the  Councilor 
from  the  Eighth  District  Medical  Society  and  recommended  it  be 
accepted  as  submitted. 


REPORT  OF  THE  NINTH  DISTRICT  COUNCILOR 

Since  our  last  report,  the  Black  Hills  District  Medical  Society 


has  met  six  times:  May  14,  1981;  September  4,  1981;  November 
10,  1981;  December  10,  1981;  March  9,  1982  and  April  15,  1982. 
Dr.  Bruce  Lushbough  made  his  presidential  visit  on  November 
10  accompanied  by  Robert  Johnson. 

District  membership  for  1981  totaled  121  active  members  and 
9 honorary  members.  Officers  elected  for  1982  are: 

President— Nathaniel  Whitney,  M.D. 

Vice  President— Robert  Bloemendaal,  M.D. 
Secretary-Treasurer— Arthur  J.  Barrett,  M.D. 
Councilors— Roger  Millea,  M.D. 

Robert  Ferrell,  M.D. 

Arthur  J.  Barrett,  M.D. 

Alternate  Councilors— Nathaniel  Whitney,  M.D. 

Ed  James,  M.D. 

Respectfully  submitted, 
Arthur  J.  Barrett,  M.D. 
Councilor,  Ninth  District 

The  Reference  Committee  reviewed  the  report  of  the  Councilor 
from  the  Ninth  District  Medical  Society  and  recommended  it  be 
accepted  as  submitted. 


REPORT  OF  THE  TENTH  DISTRICT  COUNCILOR 

The  Rosebud  District  Medical  Society  held  two  meetings  during 
the  past  year. 

On  January  5,  Dr.  Bruce  Lushbough  made  his  presidential  visit 
accompanied  by  Robert  Johnson. 

On  Fedruary  23,  a meeting  was  held  and  the  following  officers 
were  elected: 

President— Tony  Berg,  M.D. 

Vice  President— Don  Bailey,  M.D. 

Secretary-Treasurer— Louis  Hogrefe,  M.D. 

Councilor— George  Thompson,  M.D. 

Alternate  Councilor— Ray  Nemer,  M.D. 

Delegate  — Ray  Nemer,  M.D. 

Alternate  Delegate  — Robert  Stiehl,  M.D. 


Family  Physician 

Family  Physician  to  join  three  Board  Certified 
Family  Physicians  in  a young  and  growing 
medical  practice  in  Central  Minnesota.  The 
practice  is  orientated  toward  Family  Practice 
Medicine  and  located  centrally  in  the  state  with 
quick  access  to  the  Minneapolis-St.  Paul  area. 
Both  practices  are  a short  distance  from  the  St. 
Cloud  area,  and  our  physicians  use  the  St. 
Cloud  Hospital  for  hospitalization  of  their  pa- 
tients. Cultural  and  recreational  activities  are 
abundant  in  this  area  of  Minnesota.  The  salary 
and  fringe  benefits  are  open  and  negotiable. 
If  interested,  please  contact  Thomas  J.  Newton, 
M.D.,  Medical  Director,  or  contact  Daryl  G.  Ma- 
thews, Administrator,  at  either  the  St.  Joseph 
or  the  Cold  Spring  Medical  Clinics,  26  North 
Red  River  Avenue,  COLD  SPRING,  MINNESOTA, 
56320,  or  call  collect  (612)  685-8641  or  (612) 
363-7765  in  ST.  JOSEPH,  MINNESOTA. 
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Commission  Chairman  — Robert  Stiehl,  M.D. 
Commission  Co-chairman  — Ed  Sweet,  M.D. 

The  district  has  decided  to  reactivate  the  Rosebud  Inter- 
professional Society  which  was  in  existence  several  years  ago. 
This  society  includes  doctors  of  medicine  and  osteopathy,  ve- 
terinarians and  pharmacists  who  reside  in  the  area. 

Tony  Berg,  M.D.  is  a new  member  this  year. 

Respectfully  submitted, 
M.  George  Thompson,  D.O. 
Councilor,  Tenth  District 

The  Reference  Committee  reviewed  the  report  of  the  Councilor 
from  the  Tenth  District  Medical  Society  and  recommended  it  be 
accepted  as  submitted. 


REPORT  OF  THE  ELEVENTH  DISTRICT  COUNCILOR 

In  the  past  year,  six  meetings  of  the  Eleventh  District  Medical 
Society  were  held.  At  these  meetings,  business  sessions  of  the 
society  were  conducted,  and  at  five  of  the  meetings,  scientific 
sessions  were  presented  by  visiting  consultants  in  various  spe- 
cialties covering  topics  on  echo  cardiology,  resuscitation  of  the 
newborn,  gynecological  infections,  update  of  diabetes  mellitus, 
and  the  use  of  new  medications  in  cardiology. 

Our  annual  meeting  was  held  in  January,  1982  with  the  Pres- 
ident and  Executive  Secretary  of  the  South  Dakota  State  Medical 
Association.  At  this  meeting,  the  President  gave  his  “State  of  the 
State  Association”  presentation  and  the  upcoming  legislation  being 
presented  before  the  legislature  in  Pierre  was  discussed. 

New  officers  for  the  society  were  elected  in  February,  1982 
and  are  as  follows: 

President— James  Collins,  M.D. 

Vice  President— Jeffrey  Peterson,  M.D. 

Secretary-Treasurer— Leonard  Linde,  M.D. 

Delegate— David  Yecha,  M.D. 

Councilor— James  Wunder,  M.D. 

Respectfully  submitted, 
James  F.  Wunder,  M.D. 

Councilor,  Eleventh  District 

The  Reference  Committee  reviewed  the  report  of  the  Councilor 
from  the  Eleventh  District  Medical  Society  and  recommended  it 
be  accepted  as  submitted. 


REPORT  OF  THE  TWELFTH  DISTRICT  COUNCILOR 

During  1981,  the  summer  meeting  of  the  Whetstone  District 
Medical  Society  was  not  held,  but  a fall  meeting  with  the  Pres- 
idential visit  took  place  at  the  Galley  in  Webster,  South  Dakota. 
Dr.  Bruce  Lushbough,  President,  and  Robert  Johnson,  Executive 
Secretary,  presented  timely  topics  of  current  professional  and 
administrative  concern  to  the  district  physicians.  Mrs.  Thealoy 
Pallansch  presented  a professional  program  on  physical  therapy 
with  emphasis  on  private  practice  usage  of  physical  therapy. 

The  spring  meeting  of  the  Whetstone  District  Medical  Society 
is  scheduled  for  May  10  in  Milbank,  South  Dakota  where  a 
professional  program,  yet  to  be  announced,  will  be  presented. 

This  concludes  the  report  of  the  Twelfth  District  Councilor. 

Respectfully  submitted, 
Eldon  E.  Bell,  M.D. 

Councilor,  Twelfth  District 
The  Reference  Committee  reviewed  the  report  of  the  Councilor 
from  the  Twelfth  District  Medical  Society  and  recommended  it 
be  accepted  as  submitted. 


REPORT  OF  THE  COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  RELATIONS 

The  Commission  on  Legislation  and  Governmental  Relations 
met  twice  this  past  year;  the  first  meeting  being  held  on  Friday, 
October  9,  1981  in  Pierre. 

The  Commission  reviewed  the  proposed  initial  and  interim 
health  questionnaires  and  recommended  to  the  Council,  the  ac- 
ceptance of  both,  and  that  upon  initiation  into  a school  athletic 


program,  a student  be  administered  a comprehensive  history  and 
physical,  and  again  upon  entering  high  school.  In  all  intermediate 
years,  the  interim  questionnaire  will  be  filled  out,  and  if  any  of 
the  questions  on  the  history  are  positive,  a re-examination  be 
required. 

Information  on  Florida  SB761,  a statute  which  awards  attorney 
fees  to  the  prevailing  party  in  a medical  malpractice  action,  was 
presented.  The  Commission  will  continue  to  review  this  matter 
and  make  a recommendation  to  the  Council  at  a later  date. 

Medicare  Supplemental  Health  Insurance  Policies  sold  in  South 
Dakota  were  reviewed  by  the  Commission  along  with  South  Da- 
kota regulations  which  address  disclosure  forms.  It  was  recom- 
mended that  material  be  obtained  that  could  be  included  in  an 
informational  booklet  on  insurance  companies  offering  supple- 
mental policies. 

Brad  Randall,  M.D.,  Minnehaha  County  Coroner,  expressed 
to  the  Commission  his  concern  over  the  outdated  South  Dakota 
Coroner’s  statute  and  the  need  to  establish  an  office  of  State 
Coroner.  The  Commission  recommended  that  the  State  Medical 
Association  endorse  the  proposed  legislation. 

The  Commission  was  apprised  of  the  Secretary  of  Health’s 
intent  to  review  all  public  health  statues  and  that  any  revisions 
will  be  introduced  during  the  1983  legislative  session.  These  stat- 
utes are  to  be  reviewed  by  the  Commission  and  the  State  Medical 
Association  in  preparation  for  making  recommendations  to  the 
department. 

A South  Dakota  statute  dealing  with  “covenants  not  to  com- 
pete” was  reviewed  by  the  Commission  and  no  action  was  taken. 

The  1982  legislative  program  was  discussed  by  the  Commission 
and  would  be  finalized  at  the  next  meeting. 

The  second  meeting  of  the  Commission  was  held  on  Wednes- 
day, January  6,  1982,  in  Pierre. 

Mr.  David  Gerdes,  attorney  for  the  State  Medical  Association, 
appeared  before  the  Commission  and  addressed  the  draft  leg- 
islation pertaining  to  attorney  fees  awarded  to  the  prevailing 
party  in  a medical  malpractice  action.  It  was  noted  that  several 
cases  had  been  filed  in  Florida  challenging  the  statute’s  consti- 
tutionality, and  that  the  St.  Paul  Fire  and  Marine  Company  would 
have  to  reassess  whether  or  not  to  continue  offering  coverage  to 
Florida  physicians  if  the  statute  is  declared  constitutional.  The 
Commission  recommended  that  action  be  deferred  until  the  con- 
stitutionality of  the  Florida  statute  had  been  determined.  The 
Professional  Liability  Commission  was  apprised  of  this  action 
and  will  continue  to  monitor  the  liability  atmosphere  in  South 
Dakota. 

Informational  brochures  from  federal  and  state  governments 
explaining  “what  to  look  for”  when  buying  Medicare  supplemental 
policies  were  reviewed  by  the  Commission.  It  was  determined 
that  the  State  Medical  Association  would  incur  an  approximate 
cost  of  $20,000  in  printing  and  distributing  a similar  brochure. 
It  was  recommended  that  the  State  Medical  Association  corre- 
spond with  the  Senior  Citizens  Council  encouraging  them  to 
consider  an  educational  program  on  purchasing  Medicare  Sup- 
plemental Policies  for  their  membership,  and  that  the  Association 
supply  knowledge  and  information  if  requested. 

Draft  legislation  to  change  certain  coroner  statutes  was  reviewed 
by  the  Commission.  Opposition  to  the  amendments  were  expected 
from  several  pathologists,  the  Association  of  County  Commis- 
sioners and  other  groups.  The  Commission  recommended  that 
the  concept  of  the  proposed  legislation  be  endorsed  but  that  the 
bill  not  be  introduced  until  the  applicable  parties  agree  on  the 
specific  points  and  content. 

The  Commission  accepted  the  recommendation  by  the  Com- 
mission on  Scientific  Medicine  that  the  SDSMA  not  endorse 
continued  mandatory  premarital  serology  testing. 

The  Commission  discussed  a recommendation  by  the  South 
Dakota  Interim  Health  and  Welfare  Committee  to  Governor 
Janklow  that  the  Departments  of  Health  and  Social  Services  be 
combined.  This  was  accepted  for  information  only. 

Dr.  Lushbough,  a guest  at  the  meeting,  relayed  to  the  Com- 
mission members  Governor  Janklow’s  “State  of  the  State”  ad- 
dress, in  which  the  Governor  recommended  the  repealment  of 
the  tuition  waiver  program  and  to  revert  these  funds  directly  to 
the  School  of  Medicine.  The  Commission  recommended  to  the 
Executive  Commission  that  the  State  Medical  Association  support 
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Governor  Janklow  in  repealing  the  tuition  waiver  program. 

Following  is  the  finalized  1982  legislation  program  adopted 
by  the  Commission: 

SPONSORED  BILLS: 

1 . Amendment  to  increase  the  maximum  allow- 
able fee  of  the  FLEX  examination. 

2.  Amendment  to  allow  properly  certified  persons 
to  enucleate  eyes  at  the  direction  of  a physician. 

3.  Amendments  relating  to  the  certification,  su- 
pervision, renewal  and  revocation  of  certifi- 
cation of  Physician's  Assistants. 

ENDORSED  BILLS: 

1.  Legislation  to  allow  hospitals  surveyed  and  ac- 
credited by  JCAH  to  waive  certain  inspections 
by  the  Department  of  Health. 

2.  Amendments  to  increase  the  expenditure  min- 
imums  for  hospitals  for  capital  expenditures, 
operating  expenses  and  major  medical  equip- 
ment. 

3.  Amendments  to  Nurse  Practitioner  and  Nurse 
Midwife  statutes. 

OPPOSED  BILLS: 

1 . Legislation  extending  Certificate  of  Need  re- 
quirements to  physicians’  offices. 

Respectfully  submitted, 
Stephen  N.  Haas,  M.D. 

Chairman 
Commission  on  Legislation 
and  Governmental  Relations 
The  Reference  Committee  carefully  reviewed  the  report  of  the 
Commission  on  Legislation  and  Governmental  Realtions.  The 
Reference  Committee  recommends  the  acceptance  of  the  report 
of  the  Commission  on  Legislation  and  Governmental  Relations 
and  would  like  to  commend  the  Commission  for  their  work  during 
the  year. 


REPORT  OF  THE  COMMISSION  ON 
MEDICAL  SERVICE 

The  Commission  met  twice;  once  on  August  29,  1981  and 
once  on  March  27,  1982. 

The  summary  of  the  August  29  meeting  is  as  follows: 

The  Commission  was  presented  with  an  update  on  the  National 
Health  Service  Corporation  program  in  South  Dakota.  It  was 
announced  that  further  update  on  the  National  Health  Service 
would  be  provided  periodically  to  this  Commission.  This  is  re- 
ceived for  information  only. 

A letter  was  received  from  the  physician  in  charge  of  the  Pioneer 
Hi-Bred  Health  Screening  Program.  It  was  the  opinion  of  this 
Commission  that  this  screening  program  was  probably  superflu- 
ous, and  while  we  would  go  along  with  the  program,  we  were 
not  definitely  in  favor  of  it. 

We  reviewed  the  Physician  and  Allied  Health  Manpower  Sta- 
tistics in  South  Dakota  in  regard  to  physicians,  physician  assistants 
and  nurse  midwives. 

The  Commission  dealt  with  the  problem  of  the  USD  School 
of  Medicine  Admissions  Committee.  Dr.  Hollerman  discussed 
the  makeup  of  the  Admissions  Committee,  especially  in  regard 
to  elimination  of  student  representation  on  the  committee  for 
the  1981-82  year.  The  Commission  decided  that  the  makeup  of 
the  Admissions  Committee  for  1981-82  is  adequate. 

Item  5 was  discussion  of  Medicare  regulations  and  adminis- 
tration of  the  Medicare  program  by  North  Dakota  Blue  Shield. 
North  Dakota  Blue  Shield  had  notified  South  Dakota  physicians 
that  they  would  not  be  processing  or  paying  new  claims  after 
their  fiscal  year  starts  in  October  because  of  lack  of  administrative 
monies.  The  Commission  requested  that  the  executive  office  re- 
view this  correspondence  for  accuracy  and  determine  if  the  State 
Association  can  provide  additional  information  to  South  Dakota 
physicians. 

The  6th  matter  of  business  was  Medicare  reimbursement,  and 
the  Commission  heard  personally  from  Dr.  Sam  Assam  who  was 


CARE  FOR  YOUR  COUNTRY. 

As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  investment^ 
of  your  time.  You  will  broaden  your  professional  expe- 
rience by  working  on  interesting  medical  projects  in  your 
community.  Army  Reserve  service  is  flexible,  so  it  won’t 
interfere  with  your  practice.  You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve  meetings.  You'll  also 
attend  funded  continuing  medical  education  programs.  You 
will  all  share  the  bond  of  being  civic-minded  physicians  who 
are  also  commissioned  officers.  One  important  benefit  of  being  an  officer  is 
the  non-contributory  retirement  annuity  you  will  get  when  you  retire  from  the 
Army  Reserve.  To  find  out  more,  simply  call  the  number  below. 

ARMY  RESERVE.  BE  ALLYOU  CAN  BE. 


Please  phone  CPT  John  M.  Bray,  MSC  (collect)  at  1-612-854-7702/7328 
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concerned  because  of  the  inequality  of  Medicare  reimbursement 
in  South  Dakota  versus  his  previous  practice  in  California.  His 
point  being  that  the  Medicare  recipients  were  being  penalized 
because  of  the  inadequate  reimbursement  by  the  South  Dakota 
Medicare  standards.  It  was  the  recommendation  by  this  Com- 
mission to  the  Council  that  the  Medical  Association  gather  sta- 
tistical data  on  physician  charges  in  South  Dakota  for  the  last 
four  years  to  substantiate  the  inequities  in  Medicare  reimburse- 
ment. 

The  Commission  on  Medical  Service  met  again  on  March  27, 
1982  and  a summary  of  that  meeting  is  as  follows: 

The  first  order  of  business  was  again  review  of  statistics  on 
Allied  Health  personnel  in  South  Dakota  in  regard  to  physician 
assistants  and  physician  and  nurse  practitioners. 

The  second  matter  of  business  dealt  with  the  hospital  em- 
ployment of  physicians.  This  matter  was  brought  to  the  attention 
of  the  Commission  by  the  Hot  Springs  physicians  who  feel  they 
are  being  the  victims  of  unfair  trade  practices  inasmuch  as  the 
hospital  is  in  the  process  of  hiring  another  physician  to  reinforce 
the  two  physicians  already  in  their  employ.  This  Commission 
did  not  feel  it  had  the  authority  to  deal  with  this  problem  inasmuch 
as  a legal  opinion  has  stated  that  there  is  no  illegality  about  this 
act.  It  was  felt  that  it  was  the  duty  of  the  Commission  to  make 
the  physicians  of  the  state  aware  of  this  problem  and  encourage 
open  communication  between  physicians  and  hospitals. 

The  third  problem  dealt  with  was  disaster  planning  in  the 
Medical  School.  Because  there  has  been  some  discussion  about 
utilization  of  the  medical  students  and  the  medical  facilities  at 
the  school  in  Vermillion  and  such  centers  as  Rapid  City,  Yankton 
and  Sioux  Falls,  it  was  recommended  that  a disaster  plan  be 
implemented  which  utilizes  both  the  students  and  the  facilities 
such  as  the  transportation  vans  currently  employed  by  the  Medical 
School.  The  current  disaster  plan  does  not  deal  with  nuclear 
emergencies  specifically,  so  it  was  felt  that  civil  authorities  should 
be  contacted  to  see  if  there  is  a state  or  national  disaster  plan 
incorporating  responses  in  case  of  a nuclear  disaster. 

Respectfully  submitted, 
Charles  D.  Monson,  M.D. 

Chairman 

Commission  on  Medical  Service 

The  Reference  Committee  reviewed  the  report  of  the  Commission 
on  Medical  Service.  The  Reference  Committee  recommends  the 
acceptance  of  the  report  of  the  Commission  on  Medical  Service 
and  would  like  to  commend  the  Commission  for  their  work  during 
the  year. 


REPORT  OF  THE  COMMISSION  ON 
SCIENTIFIC  MEDICINE 

The  Commission  met  once  during  the  past  year  on  September 
25,  1981.  The  remainder  of  the  Commission’s  business  was  con- 
ducted by  mail  and  telephone. 

Once,  again,  the  Commission  reviewed  information  and  rec- 
ommended that  the  State  Medical  Association  not  endorse  con- 
tinued mandatory  premarital  serology  testing.  The  Commission 
recommended  that  proof  of  rubella  vaccination  or  immunity  be 
required  of  all  female  students  prior  to  acceptance  into  any  state 
college.  Information  was  reviewed  concerning  the  establishment 
of  a Cancer  Registry.  It  was  the  Commission’s  feeling  that  this 
information  would  be  gathered  by  hospitals  and  pathologists, 
and  therefore  this  should  be  referred  to  those  two  groups  for 
consideration  and  possible  implementation. 

A major  part  of  the  Commission’s  time  was  spent  on  the  plan- 
ning of  the  1982  annual  meeting.  It  was  decided  this  year’s  pro- 
gram would  be  devoted  to  cancer;  the  general  sessions  on  various 
aspects  of  breast  cancer,  and  the  concurrent  workshops  on  several 
kinds  of  cancer.  It  is  our  objective  to  have  a well  planned,  cohesive 
program  which  will  be  a helpful  learning  experience  to  all  who 
attend. 

Respectfully  submitted, 
A.  J.  Janusz,  M.D. 

Chairman 

Commission  on  Scientific  Medicine 


The  Reference  Committee  reviewed  the  report  of  the  Commission 
on  Scientific  Medicine.  The  Reference  Committee  recommends 
acceptance  of  this  report  and  wishes  to  commend  the  members  of 
the  Commission  for  their  work  during  the  year. 

REPORT  OF  THE  COMMISSION  ON  INTERNAL 
AFFAIRS,  COMMUNICATIONS  AND  LIAISON 

The  Commission  met  on  September  25,  1981  and  March  27, 
1982  in  Sioux  Falls. 

The  Commission  met  with  representatives  of  the  Williams 
Insurance  Agency  of  Sioux  Falls  and  with  a representative  of 
North  American  Life  & Casualty  Company  to  discuss  a proposal 
for  a Retired  Life  Reserve  Program  for  the  South  Dakota  State 
Medical  Association.  Following  the  presentation,  the  Commission 
recommended  to  the  Council  that  serious  consideration  be  given 
to  the  endorsement  of  the  Retired  Life  Reserve  Concept. 

The  Commission  reviewed  the  update  of  the  membership  re- 
cruitment program  submitted  by  Dr.  Allan  Hartzell.  Chairman 
of  Statewide  Membership  Committee.  It  was  noted  that  there 
has  been  an  increase  in  the  number  of  physicians  joining  the 
State  Medical  Association.  Subsequently,  at  the  spring  meeting 
of  the  Commission,  the  position  of  the  Chairman  of  the  Statewide 
Membership  Committee  was  dissolved,  and  it  was  felt  that  re- 
cruitment should  be  continued  at  the  district  level. 

The  Commission  reviewed  the  update  on  the  public  information 
program  prepared  by  Dr.  John  Barlow,  Chairman  of  the  Physician 
Responder  Program.  This  report  was  accepted. 

Mr.  Bob  Johnson  discussed  the  position  of  the  American  Med- 
ical Association  regarding  the  sponsorship  of  negotiation  seminars. 
He  informed  the  Commission  that  the  Department  of  Negoti- 
ations was  being  eliminated  from  the  American  Medical  Asso- 
ciation structure.  No  action  was  taken  by  the  Commission  on 
this  report. 

Discussion  was  held  on  the  revision  of  the  Code  of  Cooperation 
which  has  been  assigned  to  the  Commission  on  Internal  Affairs. 
Presently,  this  revision  is  still  in  progress  and  will  not  be  completed 
until  the  fall  of  1982. 

Several  proposals  on  different  types  of  life  insurance  programs 
were  reviewed  by  the  Commission.  It  was  felt  by  the  Commission 
that  the  South  Dakota  State  Medical  Association  should  not  en- 
dorse these  different  types  of  insurance  programs  but  should  leave 
the  decisions  to  each  individual  physician. 

During  the  past  year,  the  following  South  Dakota  physicians 
have  died: 

J.  A.  Muggly,  M.D.,  Madison 
Duane  Berry,  D.O.,  Sturgis 
Thomas  E.  Mead,  M.D.,  Spearfish 
Donald  L.  Kegaries,  M.D.,  Scottsdale,  AZ 
W.  C.  Brinkman,  M.D.,  Sisseton 

The  Health  Career  Grant  Fund  reported  the  following  activities 
during  the  past  twelve  months: 

Balance  in  Savings  Account 


March  1,  1981  $ 5,931.27 

Income 

Interest $ 744.44 

Principal  3,646.41 

Overpayments  84.10 


$4,475.95 

4,475.95 

$10,407.22 

Expenses 

Overpayments  Returned  $ 84.10 

Two  $500  Grants  1,000.00 

Transferred  to  2xh  year  CD  . . 5,000.00 

$6,084.10  6,084.10 

$4,323.12 

Balance  in  Savings  Account 

March  1,  1982  $4,323.12 

Certificates  of  Deposit 

3-1-81  #553  $11,046.20 

8-28-82  Purchased  #1045  5,000.00 

$16,046.20 


AUGUST  1982 
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Interest  Earned  3-1-81  to  3-1-82 

$1,806.90  1,806.90 

Value  3-1-82 $17,853.10 

Assets 

Savings  Account $ 4,323.12 

Savings  Certificates 17,853.10 

Outstanding  Loans  1 1,362.14 

$33,538.36 

During  the  year,  the  Commission  has  reviewed  each  financial 
report  of  the  State  Medical  Assocition,  the  general  account  and 
the  building  fund.  The  Budget  and  Audit  Committee,  consisting 
of  the  Executive  Committee  and  the  Chairman  of  this  Com- 
mission, considered  and  reviewed  a budget  for  the  fiscal  year 
1982-83,  and  it  was  submitted  to  the  Council  for  its  consideration 
and  transmittal  to  the  House  of  Delegates.  The  proposed  budget 
is  attached  as  part  of  this  report. 

Respectfully  submitted. 
Jay  W.  Hubner,  M.D. 

Chairman 

Commission  on  Internal  Affairs, 
Communications  and  Liaison 

The  Reference  Committee  reviewed  the  report  of  the  Commission 
on  Internal  Affairs,  Communication  and  Liaison.  The  Reference 
Committee  recommends  acceptance  of  this  report  and  wishes  to 
commend  the  members  of  the  Commission  for  their  work  during 
the  year. 


PROPOSED  BUDGET  1982-83 
SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 
GENERAL  FUND 
INCOME 


BUDGETED 

PROPOSED 

ITEM 

81-82 

82-83 

State  Dues 

$165,000.00 

$180,000.00 

Annual  Meeting 

16,000.00 

16,000.00 

Refunds 

4,000.00 

5,500.00 

Car  Reimbursement 

252.00 

500.00 

Cont.  Med.  Ed. 

750.00 

750.00 

Salary  Reimbursement 
Other  Programs 

1 1,700.00 

12,900.00 

7th  Dist.  Salary  Reimb. 

1,350.00 

1,350.00 

Equip.  Repl.  Fund 

2,400.00 

2,400.00 

AAFP  Salary  Reimb. 

1,500.00 

1,500.00 

Med.  Student  Dues 

1,000.00 

1,000.00 

Collection  Service 

2,825.00 

5,000.00 

Interest 

10,000.00 

13,000.00 

$216,777.00 

EXPENSES 

$239,900.00 

BUDGETED 

PROPOSED 

ITEM 

81-82 

82-83 

Salaries 

$101,700.00 

$100,000.00 

Social  Security 

6,800.00 

7,000.00 

Legal  & Audit 

6,500.00 

6,800.00 

Telephone 

3,700.00 

4,000.00 

Office  Supplies 

7,300.00 

8,500.00 

Dues  & Subscriptions 

900.00 

900.00 

Physicians’  Travel 

1 1,000.00 

12,000.00 

Annual  Meeting 

16,000.00 

16,000.00 

Public  Relations 

4,000.00 

6,000.00 

Journal  Subsidy 

6,000.00 

8,000.00 

Postage 

5,500.00 

7,000.00 

Miscellaneous 

100.00 

100.00 

Legislation 

5,500.00 

6,500.00 

Staff  Travel 

1 1,000.00 

1 1,000.00 

Insurance 

1,500.00 

1,500.00 

Retire/Fringe  Benefits 

18,500.00 

22,000.00 

Car  Oper.  & Maint. 

-0- 

3,200.00 

Auxiliary  Newsletter 

1,000.00 

1,300.00 

Employment  Tax 

500.00 

550.00 

Cont.  Med.  Ed. 

750.00 

750.00 

Income  Tax 
Repl.  of  Equip. 
Med.  Student  Fund 

Reserve 


ITEM 

Foundation  Rent 
Board  of  Ex.  Rent 
Interest  Income 


ITEM 

Salaries,  Staff 
Utilities 

Taxes  & Insurance 
Maintenance  & Supplies 
Legal  & Audit 


ITEM 
Advertising 
Subscriptions 
Refunds 
Journal  Subsidy 
Miscellaneous 


ITEM 

Salaries 
Legal  & Audit 
Social  Security 
Telephone 
Postage 

Office  Supp.  & Print. 


500.00 
1,000.00 
1,000.00 

$212,250.00 

4.527.00 
$216,777.00 

BUILDING  FUND 
INCOME 

BUDGETED 
81-82 
$12,780.00 

3.600.00 

10,000.00 

$26,380.00 
EXPENSES 

BUDGETED 
81-82 

$14,425.00 

2.825.00 

5.000. 00 

2.780.00 

1.350.00 
$26,380.00 

JOURNAL 
INCOME 

BUDGETED 
81-82 

$18,500.00 

1.000. 00 

720.00 

6,000.00 

600.00 
$26,820.00 

EXPENSES 

BUDGETED 
81-82 
$ 2,220.00 
100.00 
100.00 
115.00 

1.500.00 
22,785.00 

$26,820.00 


800.00 

1,000.00 

1,000.00 

$225,900.00 

14,000,00 

$239,900.00 


PROPOSED 

82-83 

$14,040.00 

4,400.00 

10,000.00 

$28,440.00 


PROPOSED 

82-83 

$15,640.00 

3.300.00 

5.000. 00 

3.000. 00 

1.500.00 
$28,440.00 


PROPOSED 

82-83 

$18,500.00 

1,000.00 

720.00 

8,000.00 

600.00 
$28,820.00 


PROPOSED 

82-83 

$ 2,220.00 
100.00 
100.00 
115.00 
2,000.00 
24,285.00 
$28,820.00 


REPORT  OF  THE  COMMISSION  ON  PROFESSIONAL 
LIABILITY 

The  Commission  met  one  time  during  the  past  year  in  Sioux 
Falls,  South  Dakota.  At  that  time,  the  Commission  reviewed 
information  regarding  the  legal  and  political  aspects  of  the  Florida 
statute  pertaining  to  malpractice  insurance  cases  and  will  continue 
to  monitor  the  status  of  this  statute  to  see  if  it  may  have  any 
benefits  for  South  Dakota  physicians. 

Information  was  received  and  reviewed  providing  an  update 
on  the  status  of  the  Minnesota  Medical  Insurance  Exchange. 

Discussion  was  held  regarding  the  needs  and  benefits  of  risk 
management  seminars,  and  the  Commission  has  taken  action  to 
pursue  working  with  the  South  Dakota  Hospital  Association  and 
the  South  Dakota  State  Medical  Association’s  Commission  on 
Scientific  Medicine  in  an  attempt  to  develop  a risk  management 
program  which  may  be  presented  for  South  Dakota  physicians 
in  the  future. 

Respectfully  submitted, 
Morris  Radack,  M.D. 

Chairman 

Commission  on  Professional  Liability 
The  Reference  Committee  reviewed  the  report  of  the  Commission 
on  Professional  Liability.  The  Reference  Committee  recommends 
acceptance  of  this  report  and  wishes  to  commend  the  members  of 
the  Commission  for  their  work  during  the  year. 
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REPORT  OF  THE  COMMITTEE  FOR  CONTINUING 
MEDICAL  EDUCATION 

No  meetings  were  held  and  no  new  business  was  conducted 
this  year. 

Respectfully  submitted, 
K.  Gene  Koob,  M.D. 

Chairman 

Committee  for  Continuing  Medical  Education 
The  Reference  Committee  reviewed  the  report  of  the  Committee 
for  Continuing  Medical  Education  and  recommends  acceptance 
of  the  report. 


REPORT  OF  THE  GRIEVANCE  COMMISSION 

The  Grievance  Commission  has  met  at  specified  intervals  to 
review  cases  that  have  been  brought  before  it.  All  of  the  cases 
have  been  adequately  addressed  at  the  present  time  with  ap- 
proximately two  grievances  that  have  not  been  completed.  These 
cases  are  pending  many  times  because  it  is  difficult  to  find  a time 
for  the  doctor  involved  to  meet  with  the  Commission.  These 
cases  should  be  completely  resolved  by  the  time  of  the  state 
meeting. 

The  Commission  also  has  met  and  revised  the  protocol  by 
which  the  allegedly  grieved  person  can  bring  their  case  before 
the  Commission.  This  also  will  be  brought  before  the  Council 
for  adoption  at  the  Council  meeting  in  April. 

Again,  many  of  the  complaints  have  to  do  with  fees  which  the 
Grievance  Commission  will  not  hear  nor  attempt  to  mediate. 
Many  other  charges  come  because  there  is  very  poor  commu- 
nication between  the  doctor  and  the  patient.  This  points  out 
again  the  importance  for  all  of  us  to  take  the  necessary  time  to 
explain  our  procedures  and  to  answer  the  patients’  questions. 

Still  one  other  element  of  complaint  revolves  around  the  re- 
luctance of  a doctor  to  transfer  records  to  another  doctor.  The 
Grievance  Commission  would  take  this  opportunity  to  admonish 
all  physicians  that  they  have,  by  statute,  the  obligation  to  transfer 
records  to  another  physician  if  the  patient  so  desires.  Any  less 
than  this  results  in  the  physician  being  on  very  shaky  legal  ground. 

The  Commission  will  continue  to  attempt  to  resolve  these 
differences  between  physician  and  patient  in  a manner  that  will 
not  result  in  any  legal  action. 

Respectfully  submitted, 
D.  B.  Reaney,  M.D. 

Chairman 
Grievance  Commission 
The  Reference  Committee  reviewed  the  report  of  the  Grievance 
Commission  and  recommends  acceptance  of  this  report. 


REPORT  OF  THE 

LONG  RANGE  PLANNING  COMMITTEE 

Members  of  the  Committee  are:  T.  H.  Sattler,  M.D.,  Chair- 
man 

Dennis  Johnson,  M.D. 

H.  J.  Stensrud,  M.D. 

W.  Nicol  Guddal,  M.D. 

Stanley  Altman,  M.D. 

Richard  Honke  II,  M.D. 

Raymond  Nemer,  M.D. 

Michael  Haley,  M.D. 

David  Smith,  M.D. 

The  Committee  met  on  September  1,  1981,  December  8,  1981 
and  April  13,  1982. 

The  Committee’s  philosophy  and  goals  continue  to  be  directed 
toward  “allowing  medicine  to  better  plan  its  own  destiny  and 
give  special  consideration  to  the  developments  which  may  affect 
private  practice  of  medicine  in  years  to  come.” 

After  in-depth  study,  the  Committee  recommended  to  the 
Council  that  a negotiations  “advisory”  committee  be  established 
along  the  format  proposed  by  the  AMA. 

Third  party  reimbursement,  along  with  concerns  regarding  the 


changing  Health  Care  Delivery  System  and  reimbursement 
mechanism,  remains  a major  study  area  for  the  Long  Range 
Planning  Committee.  Cost  effective  health  care  will  be  evermore 
vital  to  all  health  care  programs. 

The  effects  on  medical  care  service  will  indeed  be  profound 
and  urgently  warrants  the  South  Dakota  Medical  Association’s 
attention  and  thoughtful  assessment. 

Detailed  reports  are  on  file  with  the  Council  and  the  South 
Dakota  State  Medical  Association  office. 

Respectfully  submitted, 
T.  H.  Sattler,  M.D. 

Chairman 

Long  Range  Planning  Committee 
The  Reference  Committee  reviewed  the  report  of  the  Long  Range 
Planning  Committee  and  recommends  acceptance  of  the  report. 


REPORT  OF  THE  SOUTH  DAKOTA  POLITICAL  ACTION 
COMMITTEE 

On  February  4,  1981,  a reorganizational  meeting  of  the 
SoDaPAC  Board  of  Directors  was  held  in  Pierre,  South  Dakota. 
The  main  order  of  business  was  membership  recruitment,  se- 
lection of  Board  of  Directors  for  1981  to  be  submitted  to  the 
Council,  and  election  of  officers. 

The  Council  of  the  South  Dakota  State  Medical  Association 
met  on  April  10.  A new  Board  of  Directors  of  SoDaPAC  was 
appointed  to  a two-year  term  and  included  the  following  persons: 
T.  J.  Wrage,  Jr..  M.D.,  Watertown;  Curtis  Wait,  M.D.,  Brookings; 
W.  R.  Taylor,  M.D.,  Aberdeen;  Durward  Lang,  M.D.,  Sioux 
Falls;  Raymond  Nemer,  M.D.,  Winner;  L.  F.  Nelson,  M.D., 
Webster;  R.  I.  Porter,  M.D.,  Yankton;  N.  R.  Whitney,  M.D., 
Rapid  City;  Harvey  Hart,  M.D.,  Aberdeen;  J.  B.  Davis,  M.D., 
Pierre;  Robert  Hohm,  M.D.,  Huron;  Michael  Haley,  M.D., 
Mitchell;  Courtney  Anderson,  M.D.,  Sioux  Falls;  William  Quick, 
M.D.,  Yankton;  A.  J.  Barrett,  M.D.,  Rapid  City;  James  Wunder, 
M.D.,  Mobridge;  Mrs.  Marlys  Porter,  Yankton;  Mrs.  Barbara 
Wait,  Brookings;  Mrs.  Virginia  Stoltz,  Watertown;  Mrs.  Marie 
Hovland,  Aberdeen;  Mrs.  Sandy  Swanson,  Pierre;  Mrs.  Boots 
Mabee,  Mitchell;  Mrs.  Mary  Ann  Harris,  Rapid  City;  and  Mr. 
Les  Kinstad,  Sioux  Falls. 

The  new  Board  met  for  the  first  time  May  30,  1981.  Mr.  Russ 
Brady,  Washington,  D.C.,  representing  AMPAC  presented  to  the 
Board  a plaque  commending  SoDaPAC  on  their  efforts  in  1980 
membership  achievement.  SoDaPAC  was  rated  third  in  the  na- 
tion. 

Noted  with  great  concern  at  the  February  3,  1982  SoDaPAC 
Board  of  Directors  meeting  was  a 50%  decrease  in  1981  mem- 
bership. It  is  evident  that  the  trend  of  government,  which  we 
thought  was  so  great,  may  be  changing.  It  proves  we  can’t  relax 
and  say  the  battle  is  over.  We  must  stay  alert  and  provide  funds 
and  personal  support  for  friendly  people  in  the  legislative  halls. 
1982  is  another  in  a series  of  “critical”  election  years.  We  must 
provide  significant  support  for  our  friends  in  the  name  of  medicine. 
The  Board  administered  “early”  SoDaPAC  primary  election 
support  to  Governor  William  Janklow  in  his  reelection  bid  as 
Governor  of  South  Dakota. 

The  political  process  is  expensive!  Your  SoDaPAC  Board  of 
Directors  is  committed  to  an  intense  campaign  to  enlist  more 
members  than  ever  before.  A personal  check  for  $ 100  will  make 
you  a sustaining  member,  and  $50  a regular  member.  We  are  in 
the  process  of  formulating  a payroll  deduction  plan,  whereby 
physicians  voluntarily  authorize  the  clinic  to  deduct  a specific 
dollar  amount  monthly  from  their  paycheck  for  a specified  length 
of  time.  It  is  hoped  that  this  plan  can  be  implemented  throughout 
the  state  within  the  coming  months. 

In  January  of  this  year,  the  Federal  Election  Commission  voted 
unanimously  to  allow  AMPAC  to  solicit  members  of  the  AMA 
Auxiliary.  Our  legal  counsel  has  reviewed  the  Advisory  Opinion 
handed  down  by  the  FEC  as  to  whether  or  not  the  relationship 
between  the  State  Medical  Association  to  the  State  Auxiliary  is 
sufficiently  similar  to  allow  SoDaPAC  solicitation  of  State  Aux- 
iliary members.  His  opinion,  like  FEC’s,  was  a positive  one  and 
we  encourage  all  Auxiliary  members  to  become  active  in  So- 
DaPAC. 
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The  SoDaPAC  Board  of  Directors  believes  it  is  essential  to 
take  an  active  part  in  political  action,  not  only  for  the  future  of 
American  medicine  and  for  the  public  good,  but  also  our  interest 
in  the  delivery  of  quality  medical  care.  We  must  show  strength 
and  medical  unity.  Even  though  you  may  be  unable  to  be  po- 
litically active  personally,  a strong  majority  of  physicians  share 
the  belief  that  “doctors  have  a professional  responsibility  to  be 
active  in  politics.”  Membership  in  SoDaPAC  and  AMPAC  pro- 
vide that  avenue. 

Respectfully  submitted, 
T.  J.  Wrage,  Jr.,  M.D. 

Chairman 

SoDaPAC 

The  Reference  Committee  reviewed  the  report  of  the  South  Dakota 
Political  Action  Committee  and  recommends  acceptance  of  the 
report. 


REPORT  OF  THE  BOARD  OF  DIRECTORS  OF  THE 
SOUTH  DAKOTA  MEDICAL  SCHOOL  ENDOWMENT 
ASSOCIATION 

The  Board  of  Directors  of  the  Endowment  Association  meets 
during  the  annual  session  of  the  South  Dakota  State  Medical 
Association  as  prescribed  in  the  bylaws  of  the  Endowment  As- 
sociation. Business  throughout  the  year  is  conducted  by  telephone 
and  mail,  through  the  coordination  of  the  staff  of  the  Medical 
Association. 

Members  of  the  Board  of  Directors  during  the  past  year  are: 

G.  E.  Tracy,  M.D. 

Bruce  Lushbough,  M.D. 

T.  H.  Sattler,  M.D. 

Warren  Jones,  M.D. 

Robert  Giebink,  M.D. 

Bruce  Allen,  M.D. 

Joseph  Hamm,  M.D. 

The  Endowment  Association  continues  in  its  objective  of  sup- 
porting deserving  medical  students  through  low  rate-of-interest 
loans.  Contributions  to  the  Endowment  Fund  are  encouraged 
throughout  the  year.  A solicitation  is  conducted  in  the  autumn. 
In  October  of  1981,  board  members  contacted  the  districts  re- 
questing support.  Nearly  twelve  thousand  dollars  were  contributed 
throughout  1981. 

In  1979  the  Endowment  Association  subsidized  the  devel- 
opment of  the  University  of  South  Dakota  School  of  Medicine 
Alumni  Association  (now  Foundation),  designed  to  become  the 
chief  source  for  development  of  private  support  of  the  school. 
The  third,  and  last,  contribution  by  the  Endowment  Association 
will  be  made  in  1 982.  It  is  expected  that  the  Alumni  Association 
will  operate  independently  thereafter. 

The  finances  of  the  Endowment  Association  permit  total  loans 
to  students  approximating  twenty  thousand  dollars  per  year.  This 
amount  has  always  been  a small  part  of  the  total  need.  This  year, 
loss  of  state  and  federal  funds  for  loans  to  students  has  com- 
pounded a difficult  situation.  More  than  ever,  there  is  a need  for 
Endowment  Association  loans. 


REPORT  OF  THE  PRESIDENT  OF  THE 
SOUTH  DAKOTA  MEDICAL  SCHOOL  ENDOWMENT 
ASSOCIATION 

The  Endowment  sincerely  recognizes  and  appreciates  the  sup- 
port given  to  medical  education  in  South  Dakota  by  physicians 
and  by  the  South  Dakota  Medical  Auxiliary. 

Respectfully  submitted. 
Joseph  N.  Hamm,  M.D. 

President 
Board  of  Directors 
Medical  School  Endowment  Association 

The  Reference  Committee  reviewed  the  report  of  the  Endowment 
Association  and  the  report  of  the  President  of  the  Endowment 
Association  and  recommends  acceptance  of  these  reports. 


ANNUAL  MEETING 
MINUTES 

SOUTH  DAKOTA  MEDICAL  SERVICE,  INC. 

CORPORATE  BODY  MEETING 

Howard  Johnson  Motor  Lodge, 

Rapid  City,  South  Dakota 
May  21,  1982,  9:30  a.m. 

Chairman  Howe  called  the  meeting  of  the  Corporate  Body  of 
South  Dakota  Medical  Service,  Inc.  to  order  at  9:30  a.m.  on  May 
21,  1982,  at  the  Howard  Johnson  Motor  Lodge  in  Rapid  City, 
South  Dakota. 

Upon  roll  call,  the  following  members  of  the  Corporate  Body 
of  the  South  Dakota  Medical  Service,  Inc.,  were  present: 

Drs.  Bruce  Lushbough,  Durward  Lang,  Joseph  N.  Hamm, 
Howard  Saylor,  G.  E.  Tracy,  Russell  Harris,  Winston  Odland, 
J.  A.  Eckrich,  Jr.,  G.  Robert  Bartron,  R.  C.  Jahraus,  David  Buch- 
anan, Richard  G.  Gere,  Guy  Tam,  Denny  Ortmeier,  Lowell  Hy- 
land, Michael  Pekas,  Richard  Porter,  Frank  Messner,  Robert  L. 
Ferrell,  Roger  Millea,  M.  George  Thompson,  James  Wunder, 
John  Christopher,  Granville  Steele,  Karl  Zvejnieks,  Parry  S.  Nel- 
son, T.  J.  Wrage,  Jr.,  Richard  Wake,  C.  S.  Roberts,  John  B. 
Davis,  Wm.  G.  M.  Huet,  Emil  Hofer,  Charles  Monson,  Judson 
Mabee,  John  Ochsner,  Gail  Benson,  Jeffrey  Hagen,  Neil  Elkjer, 
Daniel  Kennelly,  Gene  Koob,  T.  H.  Bhatti,  Thomas  White, 
Bradley  Randall,  Jay  Hubner,  Kenneth  Halverson,  John  Stem- 
quist,  Richard  Renka,  James  Jackson,  Theodore  Jacobson,  Na- 
thaniel Whitney,  C.  F.  J.  Blunck,  R.  Gene  Nemer,  David  Yecha, 
and  Mike  Farritor,  resident  delegate.  The  student  delegate  was 
Robert  Preston. 

A quorum  being  present,  the  Chairman  declared  the  annual 
meeting  of  the  Membership  of  the  Corporate  Body  of  South 
Dakota  Medical  Service,  Inc.,  to  be  duly  in  session  for  the  trans- 
action of  business. 

Dr.  Tam  moved  that  reading  of  the  minutes  of  the  last  meeting 
of  the  Corporate  Body,  being  the  1 98 1 Annual  Meeting,  be  waived, 
the  same  having  been  published  in  the  Handbook  and  previously 
mailed  to  each  member.  Such  motion  was  seconded  by  Dr.  Tracy. 
Upon  voice  vote,  the  same  was  approved  unanimously. 

Don  Howe  introduced  the  physician  board  members  to  the 
Body,  all  of  whom  were  present.  He  also  introduced  staff  members 
and  the  medical  director. 

Chairman  Howe  asked  that  the  Body  recognize  Mr.  Erickson 
who  left  Blue  Shield  in  January  of  1982  after  many  years  of 
service  to  Blue  Shield.  He  asked  Mr.  Erickson  to  stand  and  be 
recognized  by  the  Corporate  Body.  He  stood  and  was  so  rec- 
ognized. 

Chairman  Howe  presented  the  President’s  message  to  the  Cor- 
porate Body  as  contained  in  writing  in  the  Delegate’s  handbook. 
He  noted  that  the  year  of  1981  was  a difficult  year  for  all  health 
providers.  He  noted  that  South  Dakota  Blue  Shield  has  had  in- 
creasing premiums,  and  was  consistent  with  all  other  insurers  in 
the  health  care  industry.  In  order  to  reduce  premiums,  South 
Dakota  Blue  Shield  is  adopting  flexibility  on  certificates  including 
increased  participation  in  payment  by  certificate  holders.  South 
Dakota  Blue  Shield  is  also  engaging  in  new  marketing  programs 
and  increasing  services  offered  to  the  public  by  Blue  Shield. 

The  Chairman  of  the  Board  thanked  the  physicians  who  have 
supported  South  Dakota  Blue  Shield  and  recognized  past  and 
present  members  of  the  Board  of  Directors.  He  noted  that  his 
service  to  the  Blue  Shield  Board  was  coming  to  an  end  and  he 
gave  his  thanks  to  the  Body.  Dr.  Christopher  moved  that  they 
accept  the  Chairman’s  report.  The  motion  was  seconded  by  Dr. 
Lushbough.  Upon  voice  vote  the  same  was  approved  unani- 
mously. 

Chairman  Howe  called  for  consideration  of  the  next  agenda 
item,  entitled  “Financial  Report”  and  called  upon  John  Olson 
to  present  the  same.  Mr.  Olson  referred  the  Corporate  Body  to 
the  1 98 1 Annual  Report  contained  in  their  Delegate’s  Handbook. 
He  noted  that  the  portion  thereof  relating  to  Savings  and  Loans 
Associations  is  not  presently  correct.  Such  investments  have  been 
substantially  reduced.  President  Olson  called  upon  Robert  Green 
to  discuss  the  report. 
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Mr.  Green  reported  that  the  financial  report  shows  that  total 
cash  on  hand  of  Blue  Shield  was  $3,250,000  with  accounts  re- 
ceivable of  $612,000.  Blue  Shield  also  held  U.S.  Treasury  ob- 
ligations in  the  sum  of  $1,934,000  for  a total  admitted  assets  of 
$5,797,000.  As  of  December  31,  1981,  Blue  Shield  had  a total 
unassigned  surplus  of  $1,344,000  and  reserves  for  unreported 
claims  and  equalizations  payable  of  $3,835,000. 

Last  year  Blue  Shield  had  gross  income  of  $13,744,000  and 
paid  claims  total  $12,841,000.  93.4%  of  all  premium  income 
was  paid  on  claims.  Blue  Shield  suffered  an  underwriting  loss  in 
1981  of  $1,256,000  or  approximately  9%  of  premium  income. 
By  offsetting  this  with  $653,000  of  investment  income  there  was 
a net  loss  from  surplus  of  $582,000.  Dr.  Hamm  asked  for  a 
comparison  of  the  financial  status  of  Blue  Shield  on  admitted 
assets  this  year  as  compared  to  last  year.  This  information  was 
provided  to  him  and  the  Body  by  Bob  Green. 

Dr.  Christopher  moved  approval  of  the  Financial  Report.  The 
motion  was  seconded  by  Dr.  Tracy.  Upon  voice  vote,  the  same 
was  approved  unanimously. 

President  Olson  reviewed  other  concerns  facing  South  Dakota 
Blue  Shield.  Such  concerns  involve  national  investigations  by 
the  Federal  Trade  Commission  alleging  that  some  Shield  plans 
are  detrimental  to  competition.  National  Blue  Shield  and  Blue 
Cross  are  merging  into  one  corporation  and  are  urging  that  each 
state  also  have  one  plan.  Blue  Shields  nationally  are  expanding 
into  activities  not  previously  engaged  in  such  as  participation  in 
HMO’s,  providing  of  dental  care,  and  other  similar  expansions 
of  service. 

Mr.  Olson  informed  the  group  that  the  current  position  of  the 
Board  of  Directors  of  South  Dakota  Blue  Shield,  based  upon 
advice  of  legal  counsel,  is  that  South  Dakota  is  not  engaging  in 
any  illegal  activities  subject  to  Federal  Trade  Commission  crit- 
icism. Second,  South  Dakota  Blue  Shield  has  no  current  plan  to 
merge  with  Blue  Cross,  there  being  no  Blue  Cross  organization 
located  in  South  Dakota.  South  Dakota  is  reviewing  all  requests 
for  expanded  service  made  by  groups  and  the  feasibility  of  pro- 
viding them.  South  Dakota  Blue  Shield  is  investigating  its  role 
in  providing  services  under  ASO  programs  requested  by  em- 
ployers. 

South  Dakota  Blue  Shield  is  conscious  of  a need  for  on-going 
and  increased  public  relations  with  both  certificate  holders  and 
the  public  in  general  to  explain  costs  associated  with  health  care 
and  the  premium  needs  for  providing  the  same. 

Mr.  Olson  stated  that  the  Chair  would  entertain  a motion 
relative  to  the  24  years  of  service  of  Dick  Erickson  as  follows: 

Be  it  resolved  that  this  Corporate  Body  go  on  record  in  rec- 
ognition of  the  24  years  of  dedicated  service  Mr.  Richard  Erickson 
has  rendered  to  South  Dakota  Medical  Service,  Inc.,  as  employee 
and  President  of  Blue  Shield  Insurance  of  South  Dakota.  Under 
Mr.  Erickson’s  dedicated  service  and  guidance  of  Blue  Shield  the 
citizens  of  South  Dakota  have  enjoyed  prompt  payment  of  medical 
claims  and  a continuous  upgrading  of  insurance  coverage  to  the 
benefit  of  the  subscriber  in  his  quest  for  constantly  improving 
medical  care.  In  appreciation  for  these  many  accomplishments, 
the  Corporate  Body  hereby  instructs  the  Secretary  to  have  this 
motion  spread  upon  the  minutes  of  this  meeting  and  that  a copy 
of  this  resolution  be  forwarded  to  Mr.  Erickson. 

The  foregoing  motion  was  made  by  Dr.  Hamm  and  seconded 
by  Dr.  Gere.  Upon  voice  vote,  the  same  was  approved  unani- 
mously. 

The  Chairman  called  for  the  report  of  the  Nominating  Com- 
mittee. The  Chairman  of  the  Nominating  Committee,  Dr.  Roscoe 
Dean,  submitted  the  following  persons’  names  for  nomination 
for  reelection  to  the  Blue  Shield  Board  of  Directors: 

Dennis  Ortmeier  of  Sioux  Falls, 

Judson  Mabee  of  Mitchell, 

Robert  Van  Demark  of  Sioux  Falls. 

He  reported  that  all  three  of  the  persons  nominated  were  eligible 
for  three-year  terms. 

The  Committee  also  recommended  and  nominated  William 
McDermott  for  election  to  the  Board  of  Directors  for  a three- 
year  term  to  replace  Donald  Howe  who  is  not  eligible  for  re- 
election.  Mr.  McDermott  is  the  retired  executive  manager  of  the 
South  Dakota  Press  Association. 


Dick  Gere  moved  that  the  entire  nominating  committee  report 
be  accepted  as  filed.  The  motion  was  seconded  by  Dr.  Lushbough. 
Dr.  Hamm  moved  that  nominations  cease  and  a unanimous 
ballot  be  cast  for  the  four  nominees.  The  motion  was  seconded 
by  Durward  Lang  and  approved  unanimously. 

Chairman  Howe  asked  if  any  member  of  the  body  cared  to 
present  any  other  old  business.  There  being  no  old  business  pre- 
sented, he  asked  if  any  member  of  the  body  has  any  questions 
for  members  of  the  staff  or  any  of  the  Blue  Shield  directors.  No 
questions  were  asked  from  the  floor. 

The  Chairman  called  for  consideration  of  new  business. 

Under  new  business,  John  Olson,  President,  presented  to  the 
group  a plaque  extending  appreciation  to  Don  Howe  for  serving 
as  a member  of  the  Board  for  twelve  years.  Mr.  Olson  stated 
this  was  voted  by  the  Board  of  Directors  to  be  bestowed  upon 
Don  Howe  for  his  many  years  of  service.  Also  presented  to  Don 
Howe  was  a pen  and  pencil  set  on  behalf  of  Blue  Shield. 

Chairman  Howe  asked  if  there  was  any  other  business  for  the 
Corporate  Body.  No  other  business  was  presented.  Dr.  Harris 
moved  that  the  meeting  be  adjourned.  The  motion  was  seconded 
by  Dr.  Lang.  Upon  voice  vote,  the  same  was  approved  unani- 
mously. 

The  meeting  was  duly  adjourned  at  10:00  a.m. 

John  H.  Zimmer 
Secretary 


PRESIDENTIAL  OATH  OF  OFFICE 

I SOLEMNY  SWEAR  THAT  I shall  carry  out  the  duties  of  the 
President  of  the  South  Dakota  State  Medical  Association  to  the 
best  of  my  ability.  I shall  strive  constantly  to  maintain  the  ethics 
of  the  medical  profession  and  to  promote  the  public  health  and 
welfare.  I shall  dedicate  myself  and  my  office  to  improving  health 
standards  and  to  the  task  of  bringing  increasingly  improved  med- 
ical care  to  the  prople  of  South  Dakota.  I shall  uphold  the  Con- 
stitution and  Bylaws  of  the  AMA  and  the  South  Dakota  State 
Medical  Association.  I shall  champion  the  cause  of  freedom  in 
medical  practice  and  freedom  for  all  my  fellow  Americans. 

I do  solemnly  swear  that  I will  discharge  the  duties  of  this 
office  to  be  the  best  of  my  ability,  so  help  me  God. 


DISTINGUISHED  SERVICE  AWARD 
Started  in  1951— T.  F.  Riggs,  M.D.,  Pierre 
(deceased) 

1952  — H.  Russell  Brown,  M.D.,  Watertown 

(deceased) 

1953  — Guy  Van  Demark,  M.D.,  Sioux  Falls 

(deceased) 

1954— J.  C.  Ohlmacher,  M.D.,  Vermillion 
(deceased) 

1955  — R.  G.  Mayer,  M.D.,  Aberdeen 
(deceased) 

1956— J.  C.  Ohlmacher,  M.D.,  Vermillion 
(deceased) 

1957  — W.  E.  Donahoe,  M.D.,  Sioux  Falls 

(deceased) 

1958  — Drs.  J.  C.  Hagin  (deceased),  M.  W.  Pangbum 

(deceased),  and  James  DeGeest,  Miller 
1958— J.  F.  Brenckle,  M.D.,  Superior,  Wise, 
(deceased) 

1958  — Mrs.  Agnes  Holdridge,  Madison 

1959  — Walter  L.  Hard,  Ph.D.,  Vermillion 
1959  — Rev.  and  Mrs.  Robert  O.  Bates,  Sturgis 
1959  — R.  M.  Kilgard,  M.D.,  Watertown 

(deceased) 

1960— L.  J.  Pankow,  M.D.,  Sioux  Falls 
(deceased) 
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1961— Gregg  M.  Evans,  Ph  D.,  Custer 

1962  — Edward  Shaw,  Ph.D.,  Vermillion  (deceased) 

1963  — Arthur  A.  Lampert,  M.D.,  Rapid  City 
1964— John  C.  Foster,  Phoenix,  Arizona 

1965  — A.  P.  Reding,  M.D.,  Marion 

1966  — Mrs.  C.  Rodney  Stoltz,  Watertown 

1967  — Mrs.  William  Fish,  Watertown 
1968— G.  J.  Bloemendaal,  M.D.,  Ipswich 

1969  — F.  W.  Haas,  M.D.,  Yankton  (deceased) 

1970  — Paul  Bunker,  M.D.,  Aberdeen  (deceased) 
1971— E.  T.  Lietzke,  M.D.,  Beresford  (deceased) 

1972  — C.  B.  McVay,  M.D.,  Yankton 

1973  — G.  E.  Tracy,  M.D.,  Watertown 

1974— J.  A.  Muggly,  M.D.,  Madison  (deceased) 

1975  — Harvey  Wollman,  Hitchcock 

1976  — R.  H.  Quinn,  M.D.,  Sioux  Falls 

1977  — E.  H.  Heinrichs,  M.D.,  Vermillion 

1978— John  Olson,  Sioux  Falls,  and  Evans  Nord, 

Sioux  Falls 

1979  — Helen  Jane  Hare,  M.D.,  Rapid  City 

1980  — Warren  Jones,  M.D.,  Sioux  Falls 
1981— Saul  Friefeld,  M.D.,  Brookings 

1982  — G.  Robert  Bartron,  M.D.,  Watertown 

COMMUNITY  SERVICE  AWARD 

1961— R.  A.  Buchanan,  M.D.,  Huron  (deceased) 

1962  — Roland  F.  Hubner,  M.D.,  Yankton 

1963  — George  W.  Mills,  M.D.,  Wall  (deceased) 

1964—  John  C.  Hagin,  M.D.,  Miller  (deceased) 

1965—  Alonzo  P.  Peeke,  M.D.,  Volga 

1966  — Hugo  C.  Andre,  M.D.,  Vermillion  (deceased) 

1967  — G.  Robert  Bartron,  M.D.,  Watertown 

1968  — M.  M.  Morrissey,  M.D.,  Pierre  (deceased) 

1969  — N.  J.  Sundet,  M.D.,  Kadoka  (deceased) 

1970  — W.  H.  Saxton,  M.D..  Huron  (deceased) 
1971— R.  E.  Van  Demark,  M.D.,  Sioux  Falls 

1972  — R.  H.  Hayes,  M.D.,  Wall 

1973  — B.  F.  King,  M.D.,  Aberdeen  (deceased) 

1974  — M.  C.  Tank,  M.D.,  Brookings 

1975  — Karl  Wegner,  M.D.,  Sioux  Falls 
1976— John  T.  Elston,  M.D..  Rapid  City 

1977  — W.  F.  Stanage,  M.D.,  Pierre 

1978  — C.  S.  Roberts,  Jr.,  M.D.,  Brookings 

1979  — C.  J.  McDonald,  M.D.,  Sioux  Falls 

1980  — E.  A.  Johnson,  M.D.,  Milbank 

1981— J.  A.  Muggly,  M.D.,  Madison  (deceased) 
1982  — Robert  R.  Giebink,  M.D.,  Sioux  Falls 

AESCULAPIUS  AWARD 
1966  — Paul  R.  Leon,  M.D. 

Walter  Miller,  M.D.,  Aberdeen 
1968  — H.  Phil  Gross,  M.D.,  Sioux  Falls 

FIFTY  YEAR  CLUB  MEMBERS 

C.  V.  Auld,  Plankinton  (deceased) 

G.  J.  Bloemendaal,  M.D.,  Ipswich 

W.  C.  Brinkman,  M.D.,  Sisseton  (deceased) 

R.  A.  Buchanan,  M.D.,  Huron  (deceased) 

John  L.  Calene,  M.D.,  California  (deceased) 
Myrtle  Carney,  M.D.,  Ft.  Worth,  Texas 
J.  C.  Clark,  M.D.,  Sioux  Falls  (deceased) 

F.  L.  Class,  M.D.,  Huron  (deceased) 

M.  E.  Cogswell,  M.D.,  Wolsey  (deceased) 


J.  Cook,  M.D.,  Bonesteel  (deceased) 

Harold  L.  Crane,  M.D.,  Avon,  Conn,  (deceased) 

S.  A.  Donahoe,  M.D.,  Sioux  Falls  (deceased) 

W.  E.  Donahoe,  M.D.,  Sioux  Falls  (deceased) 

V.  W.  Embree,  M.D.,  Pierre  (deceased) 

W.  D.  Farrell,  M.D.,  Aberdeen  (deceased) 

R.  B.  Fleeger,  M.D.,  Lead  (deceased) 

R.  R.  Fisk,  M.D.,  Flandreau  (deceased) 

F.  W.  Freyberg,  M.D.,  Mitchell  (deceased) 

E.  E.  Gage,  M.D.,  Sioux  Falls  (deceased) 

D.  A.  Gregory,  M.D.,  Glasgow,  Mont. 

E.  H.  Grove,  M.D.,  Arlington  (deceased) 

J.  C.  Hagin,  M.D.,  Miller  (deceased) 

Lyle  Hare,  M.D.,  Spearfish  (deceased) 

John  F.  Hill,  M.D.,  Yankton 

J.  A.  Hohf,  M.D.,  Yankton  (deceased) 

F.  S.  Howe,  M.D.,  Deadwood  (deceased) 

A.  H.  Hovne,  M.D.,  Salem  (deceased) 

A.  S.  Jackson,  M.D.,  Rapid  City  (deceased) 

R.  J.  Jackson,  M.D.,  Hot  Springs  (deceased) 

J.  A.  Jacotel,  M.D.,  Milbank  (deceased) 

G.  T.  Jordan,  M.D.,  Vermillion  (deceased) 

F.  F.  Keene,  M.D.,  Wessington  Springs  (deceased) 
Ray  Lemley,  M.D.,  Rapid  City 

J.  H.  Lloyd,  M.D.,  Mitchell 

0.  J.  Mabee,  M.D.,  Mitchell 

P.  V.  McCarthy,  M.D.,  Aberdeen  (deceased) 

G.  W.  Mills,  M.D.,  Wall  (deceased) 

B.  C.  Murdy,  M.D..  Aberdeen  (deceased) 

T.  F.  O’Toole,  M.D.,  Rapid  City  (deceased) 

N.  T.  Owen,  M.D.,  Rapid  City  (deceased) 

L.  L.  Parke,  M.D.,  Canton  (deceased) 

A.  P.  Peeke,  M.D.,  Volga 

M.  O.  Pemberton.  M.D.,  Deadwood  (deceased) 

R.  J.  Quinn,  M.D.,  Sioux  Falls  (deceased) 

F.  J.  Radusch,  M.D.,  California  (deceased) 

T.  B.  Ranney,  M.D.,  Aberdeen  (deceased) 

T.  F.  Riggs,  M.D.,  Pierre  (deceased) 

1.  R.  Salladay,  M.D.,  Ft.  Meade  (deceased) 

W.  H.  Saxton,  M.D.,  Huron  (deceased) 

H.  L.  Saylor,  M.D.,  Huron  (deceased) 

C.  E.  Sherwood,  M.D.,  Brookings  (deceased) 
Myron  Tank,  M.D.,  Brookings 

F.  J.  Tobin,  M.D.,  Mitchell  (deceased) 

Leonard  W.  Tobin,  M.D.,  Mitchell 
J.  S.  Tschetter,  M.D.,  Huron  (deceased) 

F.  W.  Valkenaar,  M.D.,  Chancellor  (deceased) 

G.  E.  Van  Demark,  M.D.,  Sioux  Falls  (deceased) 

H.  P.  Volin,  M.D.,  Lennox  (deceased) 

C.  H.  Weishaar,  M.D.,  Aberdeen  (deceased) 

J.  R.  Westaby,  M.D.,  Madison  (deceased) 

G.  E.  Zimmerman,  M.D.,  Missoula,  Montana 
(deceased) 

C.  B.  ALFORD  AWARD 

1974  — Roscoe  Dean,  M.D.,  Wessington  Springs 

1975  — Gerald  Tracy,  M.D.,  Watertown 

1976  — Robert  Westaby,  M.D.,  Hot  Springs 

1977  — Robert  VanDemark,  M.D.,  Sioux  Falls 

1978  — Howard  Saylor,  M.D.,  Huron 

1979—  J.  D.  Bailey,  M.D.,  Rapid  City 

1980—  John  T.  Elston,  M.D.,  Rapid  City 

1981  —T.  H.  Sattler,  M.D.,  Yankton 

1982  — Bedford  T.  Otey,  M.D.,  Flandreau 
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Dalmanelfiurazepam  Hci/Roche]  Stands  Apart 
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The  Physician’s  Sleep  Glossary 

Some  common  sleep  laboratory  terms 

poly«som»no«graph.  An  instrument  which 
simultaneously  records  by  electrodes  physiologi- 
cal variables  during  sleep — for  example,  brain 
activity  (EEG),  eye  movements  (EOG),  muscle 
tonus  (EMG)  and  other  electrophysiological  varia- 
bles. These  readings  indicate  precisely  when 
patients  fall  asleep,  how  many  wake  periods  they 
experience,  the  quality  of  sleep  and  the  duration 
of  sleep. 

sleep  la«ten»cy.  The  period  of  time  measured 
from  “lights  out,”  or  bedtime,  to  the  commence- 
ment or  onset  of  sleep. 

wake  time  af*ter  sleep  on*set.  Intervals  of 
time  spent  awake  between  onset  of  sleep  and  the 
end  of  the  sleep  period.  The  polysomnograph  reg- 
isters the  length  and  frequency  of  the  intervals. 

to«taI  sleep  time.  The  amount  of  time  actually 
spent  in  sleeping.  This  is  estimated  by  subtract- 
ing wake  times  from  the  period  encompassed  by 
the  onset  and  the  termination  of  sleep.1 

REM/NREM.  1.  REM,  or  rapid  eye  movement, 
sleep  is  “active” — characterized  by  increased 
metabolic  rates,  elevated  temperature  and 
arousal-type  EEG  patterns.  2.  NREM,  or  non- 
rapid eye  movement,  sleep  represents  “quiet” 
sleep  stages.  There  are  four  distinct  stages  of 
NREM  sleep.2 

re«bound  in*som«nia.  A statistically  significant 
worsening  of  sleep  compared  to  baseline  on  the 
nights  immediately  following  discontinuation  of 
sleep  medication.3 
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Dalmane® 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 


Efficacy  objectively  dem- 
onstrated in  the  sleep  lab- 
oratory— the  most  valid 
environment  for  measur- 
ing hypnotic  efficacy. 

In  numerous  sleep  laboratory 
investigations  patients  fell  asleep 
sooner,  slept  longer  and  woke  up 
less  during  the  night312  with 

Dalmane® 

flurazepam  HCt/Roche 

Compared  with  temazepam  and 
other  hypnotics,  onset  of  sleep  is 
more  rapid"1  with 

Dalmane® 

Fewer  middle-of-the-night  awak- 
enings4 with 

Dalmane® 

More  total  sleep  time  on  nights 
12  to  14  of  therapy4  and  contin- 
ued efficacy  for  up  to  28  nights5 
with 

Dalmane® 

Rebound  insomnia  is  avoided 
upon  discontinuation  34  7 of 

Dalmane® 

Low  incidence  of  morning  "hang- 
over”14 with 

Dalmane® 

The  efficacy  of  Dalmane  has 
been  studied  in  over  200  clinical 
trials  with  more  than  10,000 
patients. 315During  long-term 
therapy,  which  is  rarely  required, 
periodic  blood,  kidney  and  liver 
function  tests  should  be  per- 
formed. Contraindicated  in 
patients  who  are  pregnant  or 
hypersensitive  to  flurazepam. 

Please  see  summary  of  product  informa- 
tion on  following  page. 


Dalmane^  ® 

(flurazepam  HCl/Roche) 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early  morning  awak- 
ening; in  patients  with  recurring  insomnia  or  poor 
sleeping  habits;  in  acute  or  chronic  medical  situa- 
tions requiring  restful  sleep.  Objective  sleep  labora- 
tory data  have  shown  effectiveness  for  at  least  28 
consecutive  nights  of  administration.  Since  insom- 
nia is  often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary  or  recom- 
mended. Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  flur- 
azepam HCI;  pregnancy.  Benzodiazepines  may 
cause  fetal  damage  when  administered  during  preg- 
nancy. Several  studies  suggest  an  increased  risk  of 
congenital  malformations  associated  with  benzodi- 
azepine use  during  the  first  trimester.  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possi- 
bility of  becoming  pregnant  exist  while  receiving 
flurazepam.  Instruct  patient  to  discontinue  drug 
prior  to  becoming  pregnant.  Consider  the  possibil- 
ity of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  com 
bined  effects  with  alcohol  and  other  CNS  depres- 
sants. An  additive  effect  may  occur  if  alcohol  is 
consumed  the  day  following  use  for  nighttime  seda- 
tion. This  potential  may  exist  for  several  days  fol- 
lowing discontinuation.  Caution  against  hazardous 
occupations  requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Potential 
impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recom- 
mended for  use  in  persons  under  15  years  of  age. 
Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with 
gradual  tapering  of  dosage  for  those  patients  on 
medication  for  a prolonged  period  of  time.  Use 
caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated  patients,  it 
is  recommended  that  the  dosage  be  limited  to  15  mg 
to  reduce  risk  of  oversedation,  dizziness,  confu- 
sion and/or  ataxia.  Consider  potential  additive 
effects  with  other  hypnotics  or  CNS  depressants. 
Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suici- 
dal tendencies,  or  in  those  with  impaired  renal  or 
hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated 
patients.  Severe  sedation,  lethargy,  disorientation 
and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported.  Also  reported; 
headache,  heartburn,  upset  stomach,  nausea,  vom- 
iting, diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weakness, 
palpitations,  chest  pains,  body  and  joint  pains  and 
GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burn- 
ing eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria,  depres- 
sion, slurred  speech,  confusion,  restlessness,  hallu- 
cinations, and  elevated  SGOT,  SGPT,  total  and  direct 
bilirubins,  and  alkaline  phosphatase;  and  paradoxi- 
cal reactions,  e.g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg  may  suf- 
fice in  some  patients.  Elderly  or  debilitated 
patients:  15  mg  recommended  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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FAMILY  PRACTICE 

PHYSICIAN 

WANTED 

AT  PROGRESSIVE 

JCAH  ACCREDITATED 
HOSPITAL 

— Promising  Practice  Opportunities 

— New  Clinic  Facility 

— Equipment  Furnished  FREE 

— Excellent  Guarantee 

For  further  information  call  collect — 
Administrator — (605)  345-3336 


FAMILY  PRACTICE  PHYSICIAN 
OR 

PRIMARY  CARE  ORIENTED  INTERNIST 

To  join  two  family  practice  physicians  and  a 
Board  certified  surgeon  in  a group  practice. 
Located  in  a community  of  2,500  in  Southwest 
Minnesota.  This  medical  clinic  is  supported 
by  a modern  30  bed  acute  care  hospital  and 
138  bed  skilled  long  term  care  facility.  Guar- 
anteed first  year  income,  will  pay  travel  ex- 
penses for  interview.  Interested  physicians 
send  curriculum  vitae  to: 

William  Wilson,  Administrator 
Springfield  Community  Hospital 
P.O.  Box  146 

Springfield,  Minnesota  56087 

or  call  collect  (507)  723-4215  for  more  information. 
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The  Federal  Trade  Commission  (FTC)  brought  suit  against  the  AMA  in  1975,  claiming  that  medical 
ethics  were  anticompetitive  because  of  advertising  restrictions,  and  therefore,  in  violation  of  the  FTC  Act. 
The  AMA  had  long  ago  abandoned  this  area.  At  staggering  cost  and  enormous  staff  burden,  the  AMA 
defended,  but  lost,  in  front  of  the  FTC  judge,  who  is  an  FTC  employee.  Congress  never  authorized  the  FTC 
to  pre-empt  state  laws  governing  professions,  so  the  AMA  fought,  but  it  was  a one-sided  battle. 

Bills  SI  984,  S2499  and  HR3722  are  pending  in  the  Congress  to  clarify  jurisdiction.  These  bills  are  favorable 
to  us,  but  they  have  powerful  enemies.  We  will  gladly  provide  more  information  to  you  about  this  if  you 
will  ask. 

Your  support  for  these  bills  is  needed. 


Durward  Lang,  M.D.,  President 
South  Dakota  State  Medical  Association 
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South  Dakota  State  Medical  Association  Roster— 1982 

Membership  by  Districts 


ABERDEEN 
DISTRICT  No.  1 


Pres., 

, Carlton  Korn,  M.D. 

Sec.,  Harvey  Hart,  M.D. 

Albano.  P 

Aberdeen 

Fahrenwald.  M 

Aberdeen 

Patterson.  D 

Redfield 

Altman,  S 

Aberdeen 

Gerber,  B.  C 

Aberdeen 

Pelton.  Charles 

Aberdeen 

Andersen,  C.  F 

Aberdeen 

Harlow,  M.  C 

Aberdeen 

Rodine,  J.  C 

Aberdeen 

Anderson,  Esther 

Aberdeen 

Hart,  Harvey  

Aberdeen 

♦Rudolph,  E.  A 

California 

Bachmayer,  Jay  

Aberdeen 

Heisinger,  R 

Aberdeen 

Sanders,  M.  E 

Aberdeen 

Bartholomew,  K 

Faulkton 

Hovland,  James  I. 

Aberdeen 

Scheffel,  A 

Redfield 

Berg,  S 

Redfield 

Huber,  J 

Redfield 

Seaman.  David 

Aberdeen 

♦Bloemendaal,  G.  J. 

Ipswich 

Janusz,  A.  J, 

Aberdeen 

Shinghal,  K 

Aberdeen 

Brevik.  A.  K 

Redfield 

Kazi,  K.  S 

Aberdeen 

Slunghal.  P 

Aberdeen 

Broadhurst,  K.  A 

Aberdeen 

Kom,  C 

Aberdeen 

Shousha,  Alfred 

Britton 

Brown,  Robert 

Aberdeen 

Kosse,  Karl 

Aberdeen 

Steele,  G.  H 

Aberdeen 

Bunker,  Thomas  

Aberdeen 

Leon,  Paul 

Aberdeen 

Stopple.  J 

Aberdeen 

Carter,  P.  B 

Aberdeen 

Lukach.  J.  R 

Aberdeen 

Sweeny,  W.  T 

Aberdeen 

Chang.  Joe  P 

Aberdeen 

McFee,  John  L. 

Ipswich 

Tan.  R.  I 

Aberdeen 

Chavier,  Juan  R 

Aberdeen 

McGee.  Robert  C.  . . 

Aberdeen 

Taylor,  Wm.  R. 

Aberdeen 

Chen,  Cheng-Fu  

Aberdeen 

McIntosh,  G.  F 

Eureka 

Unite.  1. 

Aberdeen 

Christopher,  John 

Aberdeen 

Myrmoe,  A 

Aberdeen 

Vogele,  A.  C 

Aberdeen 

Driver,  I 

California 

♦Norgello,  V 

Sioux  Falls 

Vogele,  C.  L 

Aberdeen 

D’Souza,  E.  P. 

Aberdeen 

Odland,  W.  B. 

Aberdeen 

Welge,  B.  G 

Aberdeen 

Eckrich,  J A 

Aberdeen 

Ostrowski,  Susan  . 

Eureka 

Zvejnieks,  Karlis 

Aberdeen 

Eckrich,  J.  A.,  Jr 

Aberdeen 

Ottenbacher,  John 

Bowdle 

WATERTOWN 

DISTRICT  No.  2 

Pres., 

Paul  Larson,  M.D. 

Sec.,  G.  E.  Tracy, 

M.D. 

Allen,  S 

Watertown 

Hanson.  B 

Watertown 

Nelson,  P.  S 

Watertown 

Argabrite,  J.  W 

Watertown 

Homing,  J 

Watertown 

Piro.  David  F 

Watertown 

Bartron,  G.  Robert 

. . . . Watertown 

Hughes,  H.  D 

Clear  Lake 

Rittmann,  John 

Watertown 

♦Bartron.  H.  J..  Jr 

Watertown 

♦Huppler,  E.  G 

Minnesota 

♦Rousseau.  M.  C 

Watertown 

Brakss,  V 

. Watertown 

Larson,  James  C 

Watertown 

♦Stoltz,  C.  R 

Watertown 

Clark.  C.  J 

. . . . Watertown 

Larson,  P.  M 

Watertown 

Stransky,  J.  J. 

Watertown 

Desai,  B.  J 

Watertown 

Likness,  C 

Watertown 

Thompson.  M.  C 

Watertown 

Engelhart,  K 

Watertown 

Mc(  latlin.  R 

Watertown 

Tracy,  G.  E 

Watertown 

Fedt,  D 

Watertown 

Meyer,  Robert  

Watertown 

Ulnckson,  M 

Watertown 

Frazer,  P 

Clear  Lake 

Michieh.  Jose 

Watertown 

Wrage,  T.  J , Jr 

Watertown 

Guddal,  W.  N 

. . . . Watertown 

MADISON-BROOKINGS 

DISTRICT  No.  3 

Pres.,  James  Appelwick,  M.D. 

Sec.,  Kim  Wilde,  M.D. 

Anderson,  J.  A 

Madison 

McHardy,  B.  R. 

Brookings 

Stensrud,  H.  J. 

Madison 

Appelwick,  J 

Madison 

Otey,  B.  I 

Flandreau 

♦Tank,  M.  C 

Brookings 

Bandiera,  S.  J 

Brookings 

Pan.  W.  H 

Brookings 

Tesch.  R 

Brookings 

♦Friefeld,  S 

Minnesota 

♦Peeke,  A 

Volga 

Vanadurongvan,  K. 

Lake  Preston 

♦Henry,  Robert 

Brookings 

Peik,  D.  J 

Brookings 

Vanadurongvan,  V.  . . 

. Lake  Preston 

Holm.  R 

Brookings 

♦Plowman,  E.  T 

Brookings 

Venugopal,  M 

Brookings 

♦Kershner,  C.  M 

Brookings 

Reagan.  J L 

Madison 

Wait,  C 

Brookings 

Kroack,  K J 

Brookings 

Roberts,  C.  S..  Jr.  . . . 

Brookings 

Wake,  Richard 

Brookings 

Lampert,  A.  A 

Madison 

Sample.  R 

Madison 

Wilde,  K 

Madison 

Long.  R 

Brookings 

Scheller,  D.  L. 

Arlington 

♦Wold.  H R. 

Madison 

Lushbough,  B.  C 

Brookings 

Shaskey.  R.  E 

Brookings 

PIERRE 

DISTRICT  No.  4 

Pres.,  P. 

E.  Hoffsten,  M.D. 

Sec.,  Marion  Cosand,  M.D. 

Askwig,  L.  C 

Pierre 

Huber,  T 

Pierre 

Spears,  B 

Pierre 

Collins,  E.  H 

. . . . Gettysburg 

Jahraus.  R.  C 

Pierre 

Swanson,  C.  L 

Pierre 

Cosand,  M 

Pierre 

Krawitt.  L 

Nevada 

Tieszen,  A.  J 

Pierre 

Davis,  J B 

Pierre 

Lindbloom,  B.  O. 

Pierre 

Werthmann,  H E 

Pierre 

♦Fox.  S.  W 

Canada 

Owens,  R.  J 

Pierre 

Zakahi,  R.  J 

Pierre 

Hoffsten,  P 

Pierre 

Park,  Dai  H 

Pierre 
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HURON 
DISTRICT  No.  5 

Pres.,  Howard  Saylor  Jr.,  M.D.  Sec.,  Emil  Hofer,  M.D. 


Adams,  H.  P 

Huron 

Hofer,  E.  A 

Huron 

Kurch,  J 

Huron 

Bell,  G.  Robert 

DeSmet 

Hohm.  P 

Huron 

Lardinois,  C.  C 

Huron 

Betts,  L.  S 

Huron 

Hohm,  R 

Huron 

Lenz,  B.  T 

Huron 

Buchanan,  D 

Huron 

Hohm.  T 

Huron 

Monfore,  James 

Miller 

Cavanaugh,  D 

Huron 

Huet,  Wm.  G.  M 

Huron 

Nicholas,  George 

Huron 

Dean,  Roscoe 

. . . . Wess.  Springs 

Kapur,  H 

Huron 

Pelegrin.  R.  J 

Huron 

Dean,  Thomas 

. . , . Wess.  Springs 

Kapur,  R 

Huron 

Saylor,  H.  L , Jr 

Huron 

DeGeest.  J.  H 

Miller 

Karlen.  L.  W 

DeSmet 

Schroeder.  S 

Miller 

Gryte,  C.  F 

Huron 

Kim,  Thomas 

Huron 

Sheekey,  0 

Huron 

Hanson,  Wm.  0.  . 

Huron 

MITCHELL 
DISTRICT  No.  6 

Pres.,  C.  D.  Monson,  M.D.  Sec.,  Richard  Hockett,  M.D. 


Baas,  Walter 

Mitchell 

Heth,  S 

Mitchell 

Monson,  C.  D 

Parkston 

Berry,  J.  T 

Mitchell 

Hockett,  Richard  . . . 

Mitchell 

Mueller,  E.  H 

Tripp 

Binder,  C.  F 

. . . Chamberlain 

Holland.  L.  W 

...  Chamberlain 

Phadke,  Y.  G 

. . . . Chamberlain 

Crandell,  M 

Chamberlain 

Howe,  J 

Mitchell 

Porter.  M 

Parkston 

Dappen,  R 

Mitchell 

Judge,  .1.0 

Mitchell 

Ramos.  M 

Scotland 

Delaney,  Robert 

Mitchell 

Judge.  T.  J 

Mitchell 

Sam  pat.  P 

....  Chamberlain 

Delaney,  W.  A.,  Jr.  . 

Mitchell 

Kemp,  J 

Mitchell 

Schabauer,  E.  A 

Mitchell 

Dilger,  J 

Mitchell 

Kramer,  C.  G 

. Chamberlain 

Skogmo,  B.  R 

Mitchell 

Flohr,  Charles 

Mitchell 

Lewis,  H.  R 

Mitchell 

♦Tobin,  L.  W 

Mitchell 

Gere,  R.  G 

Mitchell 

♦Lloyd.  J.  H 

Mitchell 

Visani,  S 

Mitchell 

Gillis,  F.  D 

Mitchell 

Mabee,  J.  O 

Mitchell 

♦Vonburg,  V.  R 

Mitchell 

Haley,  M 

Mitchell 

♦Mabee,  O.  J 

Mitchell 

Vose,  J.  L 

Mitchell 

Hansen,  R.  J 

Kimball 

Margallo,  L 

Mitchell 

Weatherill,  D.  W.  . . 

Mitchell 

Hays,  Laura  

Mitchell 

McCann,  J.  P 

Parkston 

♦Weber,  R.  A 

Mitchell 

Hermann,  H.  T. 

Mitchell 

Moller,  C 

Williams,  H.  S 

Mitchell 

SIOUX  FALLS 

DISTRICT  No.  7 

Pres., 

John  Ochsner,  M.D. 

Sec.,  Rodney  Parry,  M.D. 

Treas.,  Jeffrey  Hagen.  M.D. 

Abu-Ghazaleh,  S 

Sioux  Falls 

♦Carney,  M 

Texas 

Friess,  R.  W 

Sioux  Falls 

♦Alcorn,  F.  A 

Sioux  Falls 

Carpenter,  P 

Sioux  Falls 

Frost,  D.  M 

Sioux  Falls 

Alvine,  F.  G 

Sioux  Falls 

Carter,  G 

Sioux  Falls 

Fuller,  Wm.  C 

Sioux  Falls 

Amundson,  Loren  . . . . 

Sioux  Falls 

Chalmers,  J.  H 

Sioux  Falls 

Gehring,  S 

Sioux  Falls 

Anderson,  C.  W 

Sioux  Falls 

Church,  W.  G 

Sioux  Falls 

Giebink.  R.  R 

Sioux  Falls 

Anderson,  Edward  . , . . 

Sioux  Falls 

(ink.  1 

Sioux  Falls 

Graham,  Donald 

Sioux  Falls 

Anderson,  T.  R 

Sioux  Falls 

Clark,  E.  T 

Sioux  Falls 

Grau,  T 

Sioux  Falls 

Anderson,  W.  R 

Sioux  Falls 

Cloar,  R 

Sioux  Falls 

Greenfield,  D.  L. 

Sioux  Falls 

Angelos,  T 

Canton 

♦Cottam,  G.  1.  W 

Sioux  Falls 

Gregg,  J.  B 

Pierre 

Arneson,  W.  A 

Sioux  Falls 

Cutshall,  V.  H 

Sioux  Falls 

Groote,  C 

Sioux  Falls 

Aspaas,  P.  K 

Dell  Rapids 

Cutshall,  V.  K 

Sioux  Falls 

Gross,  H.  Phil  

Sioux  Falls 

Aspaas,  Paul  Jr 

Sioux  Falls 

Daw,  E.  F 

Sioux  Falls 

♦Grove,  M.  S 

Sioux  Falls 

Assam,  Sam  

Sioux  Falls 

DeClark.  R.  P 

Sioux  Falls 

Gunnarson,  R.  E 

Sioux  Falls 

Barker,  J.  D 

Sioux  Falls 

Devick,  J.  S 

. . . . Colton 

Gutch,  C.  F 

Sioux  Falls 

Barlow,  .1.  F 

Sioux  Falls 

Donahoe,  J.  W 

Sioux  Falls 

Gutnik,  1 

Sioux  Falls 

Barnett,  G.  L. 

Sioux  Falls 

Drymalski,  W 

Sioux  Falls 

Hagen.  J.  B 

Sioux  Falls 

Belatti,  R.  G 

Sioux  Falls 

Dzintars,  V 

Sioux  Falls 

Hartmann,  A 

Sioux  Falls 

Benson,  G 

Sioux  Falls 

Easton,  J 

Sioux  Falls 

1 lartzell.  A 

Sioux  Falls 

Bess,  M 

Sioux  Falls 

♦Eirinberg,  I 

Sioux  Falls 

Henrickson,  L 

Sioux  Falls 

Bhatara,  V 

Sioux  Falls 

Elkjer,  N 

Sioux  Falls 

Henrickson,  R 

Sioux  Falls 

Bhatti,  T.  H 

Sioux  Falls 

Elson,  D 

Sioux  Falls 

Hermanson,  J.  M 

. Valley  Springs 

Billion,  J.  J 

Sioux  Falls 

English,  G 

Sioux  Falls 

Hohm,  B 

Sioux  Falls 

Blake,  J 

Sioux  Falls 

Ensberg,  D 

Sioux  Falls 

Holt,  B 

...  New  York 

Boade,  W.  A 

Sioux  Falls 

Epp,  1) 

. . Freeman 

Hosen.  R.  S 

Sioux  Falls 

Brandenburg,  V 

Sioux  Falls 

Farrell.  H.  W 

Sioux  Falls 

Hoskins,  John 

Sioux  Falls 

♦Breit,  D.  II 

Sioux  Falls 

Felker,  James 

Sioux  Falls 

Hoversten,  D 

Sioux  Falls 

Bruins,  G 

Sioux  Falls 

Fenton,  L.  J 

Sioux  Falls 

Hoxtell,  Eugene 

Sioux  Falls 

Brzica,  S.  M 

Sioux  Falls 

Ferrell.  M R 

Sioux  Falls 

Humphreys,  D 

Sioux  Falls 

Bucy.  C 

Sioux  Falls 

Finney,  L.  W 

Sioux  Falls 

Hurley,  Brian 

Sioux  Falls 

Burkhart,  f 

Sioux  Falls 

♦Fisk,  R.  G.  ... 

Deli  Rapids 

Hurley,  T 

Sioux  Falls 

Burns,  E.  A 

Sioux  Falls 

Flora,  G.  C 

Sioux  Falls 

Hussain.  Rifat  

Sioux  Falls 

Burns,  H. 

Sioux  Falls 

Foss,  J.  F 

Sioux  Falls 

Hyland,  1 

Sioux  Falls 

Burns,  K 

Sioux  Falls 

Freeman,  J.  W 

Sioux  Falls 

Ingvoldstad,  J 

Sioux  Falls 
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Janis.  J.  B 

Sioux  Falls 

Naughton,  G 

. Sioux  Falls 

Salem,  A 

Sioux  Falls 

Jaqua,  R.  A 

Sioux  Falls 

Nelson,  Earl  

Viborg 

Salmela,  S 

Sioux  Falls 

Johnson,  D.  L. 

Sioux  Falls 

Nelson.  R.  A 

. Sioux  Falls 

Sanchez,  G 

Sioux  Falls 

Johnson,  R.  C.  . . . 

Sioux  Falls 

Nelson,  R.  E 

. Sioux  Falls 

Sanderson,  E.  W 

Sioux  Falls 

Jones,  W.  L 

Sioux  Falls 

Nice,  Richard 

. Sioux  Falls 

Schellpfeffer,  D 

Sioux  Falls 

Kaufman.  I.  I. 

Freeman 

Nielsen,  J 

Dell  Rapids 

Schultz,  R.  D 

Sioux  Falls 

Kemp,  E 

Sioux  Falls 

Nordstrom.  D 

Sioux  Falls 

Simmons,  J.  L 

Sioux  Falls 

Kennedy,  Daniel 

Sioux  Falls 

Oakland,  J 

. Sioux  Falls 

Sittner,  Larry  

Sioux  Falls 

King.  B.  F 

Salem 

O'Brien,  C 

Sioux  Falls 

Slattery,  M 

Sioux  Falls 

*King.  L.  M 

Sioux  Falls 

O’Brien.  P 

. Sioux  Falls 

♦Smith,  G 

Missouri 

Kittleson.  H.  O. 

Sioux  Falls 

Ochsner,  J.  A 

Sioux  Falls 

Solberg,  L 

Sioux  Falls 

Knowles.  R.  C.  . . 

Sioux  Falls 

Ofstein,  L 

. Sioux  Falls 

♦Stahmann,  F 

Sioux  Falls 

Knudson.  D 

Sioux  Falls 

♦Ogborn,  R.  J. 

Sioux  Falls 

Stassen,  M 

Sioux  Falls 

Knutson,  Dennis  . 

Sioux  Falls 

Ohrt.  D 

Sioux  Falls 

♦Steiner.  P.  K 

California 

*Kohlmeyer,  F.  C. 

Sioux  Falls 

Olson.  M 

Sioux  Falls 

Stensland,  V 

Sioux  Falls 

Koob.  K 

Sioux  Falls 

♦Opheim.  W.  L 

Sioux  Falls 

Stoltz,  C.  R 

Sioux  Falls 

Lakstigala.  P 

Sioux  Falls 

Opheim,  W.  O.  V 

Sioux  Falls 

Talley.  Robert 

Sioux  Falls 

Lang,  Durward 

Sioux  Falls 

Orr,  R.  T 

Sioux  Falls 

Tam,  Guy 

Sioux  Falls 

Langdon,  J 

Sioux  Falls 

Ortmeier.  Denny 

Sioux  Falls 

Thatcher,  L.  G 

Sioux  Falls 

Lankhorst,  B 

Sioux  Falls 

Owens,  L 

Sioux  Falls 

Tieszen.  J.  E 

Sioux  Falls 

Larke,  D 

Sioux  Falls 

Parry,  R. 

Sioux  Falls 

Tobin,  M 

Sioux  Falls 

Larson,  Leland  J 

Sioux  Falls 

Pasek,  E.  A 

Sioux  Falls 

Tschetter,  L.  K 

Sioux  Falls 

♦Leander,  R.  B. 

Sioux  Falls 

Payne,  H 

Sioux  Falls 

Tschetter,  R.  T 

Sioux  Falls 

Lee.  S.  G 

Sioux  Falls 

Pekas,  M 

Sioux  Falls 

Ulus,  M 

Sioux  Falls 

Looby,  T 

Sioux  Falls 

Petereit.  M.  F 

Sioux  Falls 

Van  Demark,  R.  E 

Sioux  Falls 

Loos.  G.  D 

Sioux  Falls 

Peters,  E.  H 

. Sioux  Falls 

Vander  Woude,  L 

Sioux  Falls 

Lovrien.  F 

Sioux  Falls 

Petres,  A 

Salem 

Villa,  Jose 

. . . Freeman 

Madison,  Dean . . 

Sioux  Falls 

Pitt-Hart,  Barry  T 

. . Sioux  Falls 

Vogt,  H.  B 

Sioux  Falls 

Magnuson,  G 

Sioux  Falls 

Putnam,  W 

Sioux  Falls 

Volin.  V.  V 

Sioux  Falls 

*Maresh,  E.  R. 

Sioux  Falls 

Quale,  J 

. . Sioux  Falls 

Wagner,  L. 

Sioux  Falls 

Mark  C 

Viborg 

Quinn,  R.  H 

Sioux  Falls 

Waltner,  Lonnie 

Bridgewater 

Marschke,  R. 

Sioux  Falls 

Randall,  B 

Sioux  Falls 

Walton,  J.  E 

Sioux  Falls 

Marvel,  J 

Sioux  Falls 

Raszkowski,  R 

. Sioux  Falls 

Watson,  Wm 

Sioux  Falls 

Masterson,  T 

Sioux  Falls 

Read,  R 

Sioux  Falls 

Wegner,  K.  H 

Sioux  Falls 

McDonald.  C.  J. 

Sioux  Falls 

Regier,  E 

Canton 

White.  T.  C 

Sioux  Falls 

*McGreevy,  John . 

Sioux  Falls 

Reynolds,  James  

Sioux  Falls 

Wierda,  D.  R 

Sioux  Falls 

McGreevy,  E.  J. 

Sioux  Falls 

Richards,  George 

. Sioux  Falls 

Williams,  B J. 

Sioux  Falls 

McGreevy,  P S. 

Sioux  Falls 

Rossing,  D 

Sioux  Falls 

Willix.  Robert 

Sioux  Falls 

McMillin,  J. 

Sioux  Falls 

Rossing,  W.  O 

. Sioux  Falls 

Wilson.  T.  M 

Sioux  Falls 

Mohler,  C 

Sioux  Falls 

Rost,  M 

Sioux  Falls 

Wirtz,  P 

Sioux  Falls 

Morris,  A.  D 

Sioux  Falls 

Rutt,  Carl  

. Elkhart,  IN. 

Wyatt,  George  

Sioux  Falls 

Munson,  D 

Sioux  Falls 

Rvan.  J 

Sioux  Falls 

Wyatt,  R 

Sioux  Falls 

Mutch.  M.  G 

Pres., 

Adams,  C 

Sioux  Falls 

John  Stemquist,  M.D. 
Yankton 

YANKTON 
DISTRICT  No.  8 

Sec.,  Carroll  Isburg,  M.D.  Treas., 

Jameson,  G.  M Yankton 

Carlos  Buchhammer,  M.D. 
Ranney,  B 

. . Yankton 

Bean,  David 

Yankton 

Johnson,  B 

. . Vermillion 

Reaney,  D.  B 

Yankton 

Brinkman,  R 

Yankton 

Johnson,  T.  C 

. . . . Yankton 

Reding,  A.  P 

Marion 

Brookman,  B.  T. 

Wagner 

Johnson.  V 

. Vermillion 

Rhoades.  M 

Yankton 

Dendinger,  Wm. 

Vermillion 

Kalda.  E.  F 

Platte 

Saloum,  H 

Tyndall 

Fletcher,  H 

Vermillion 

Lyso,  M 

...  Yankton 

Saoi,  N.  B 

Yankton 

Flom.  J 

Yankton 

♦McVay,  C.  B 

. . Yankton 

Saltier,  T.  H 

. . . Yankton 

Foley,  R.  J 

Tvndall 

McVay,  M 

. . Yankton 

♦Sebring,  F.  U 

Vermillion 

Gunderson,  D. 

Yankton 

Messner,  F 

. . . . Yankton 

Smith.  D 

. Yankton 

Halverson,  K 

Yankton 

Neumayr,  R J 

. . . . Yankton 

Stanage,  W.  F 

Pierre 

Heinrichs,  E.  H. 

Vermillion 

Nutt.  R 

...  Yankton 

Steele,  J.  P 

. . . Yankton 

Held,  G 

Yankton 

Olson,  Thomas 

. . Vermillion 

Stephenson,  D 

Yankton 

♦Hill,  J.  F 

Yankton 

Pascale,  C.  C 

Centerville 

Sternquist.  J 

Yankton 

Hollerman,  Chas. . 

PA. 

Petersen,  L 

...  Yankton 

Stevens,  J 

Yankton 

Holzwarth,  D.  R. 

Yankton 

Plyler,  C 

. . . . Yankton 

Thompson,  R.  F 

Yankton 

Honke,  R.  W 

Wagner 

Porter,  Richard  I 

. . . . Yankton 

Thornton,  R.  R 

Yankton 

Honke.  R.  W„  II 

Wagner 

Price,  Ronald 

. . Armour 

Tidd.  J I 

Yankton 

Hubner,  J 

Yankton 

Prodow,  Susan 

. Vermillion 

Tuan,  C 

Yankton 

♦Hubner.  R.  F. 

Yankton 

Pullen,  M 

. . . . Yankton 

Turner,  C.  R 

Vermillion 

Isburg,  Carroll  . 

Yankton 

Quick,  Wm 

...  Yankton 

Willcockson.  John 

Yankton 

Jacobsen.  J.  J. 

Yankton 

Radack,  Morris 

Yankton 

Willcockson,  T.  H 

Yankton 

BLACK  HILLS 
DISTRICT  No.  9 

Pres.,  N.  R.  Whitney,  M.D.  Sec.,  A.  J.  Barrett,  M.D. 

Ahrlin,  H.  L Rapid  City  Allen,  Bruce Rapid  City  Arnold.  G Rapid  City 

Ahrlin,  H.  L„  Jr Rapid  City  Anderson,  A.  B Lead  Authier,  N Rapid  City 
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Bailey,  J.  D 

Rapid  City 

Hamm,  Joseph 

Sturgis 

♦Merrvman,  M.  P 

. Rapid  City 

Bareis,  R.  J 

Rapid  City 

Hare,  H.  J 

Rapid  City 

Meyers,  W 

Hot  Springs 

Barrett,  A.  J 

Rapid  City 

Harris,  R.  H 

Rapid  City 

Millea,  R.  P 

Rapid  City 

Bauman,  R 

Rapid  City 

Haugan,  H.  O 

Rapid  City 

Mortimer.  S 

Rapid  City 

Bedingfield,  J.  R 

Rapid  City 

Hayes,  R 

Wall 

Munson,  H.  B 

Rapid  City 

Behrens,  C.  L 

Rapid  City 

Heidepreim,  G 

Rapid  City 

Neu,  Norman 

Rapid  City 

Bergeron,  Dale 

Rapid  City 

Henry,  Thomas  

Rapid  City 

Nord,  A 

Rapid  City 

Berkebile,  Dale 

Rapid  City 

Herbrandson,  C.  R. 

Spearfish 

Owen,  G.  S 

Rapid  City 

Bloemendaal,  R.  D. 

Rapid  City 

Hercules,  C 

Rapid  City 

Palmerton,  E.  S 

Rapid  City 

Blunck,  C.  J. 

Rapid  City 

Hewitt,  J.  M 

Rapid  City 

♦Perry,  Wm.  J 

Rapid  City 

*Borgmeyer,  H.  J. 

Rapid  City 

Howard,  Wm.  J. 

Rapid  City 

Pieczka.  Jan  

Hot  Springs 

Boyce,  R.  A 

Rapid  City 

Jackson,  J 

Rapid  City 

Reinoehl.  W 

Custer 

Boyer,  D.  W 

Rapid  City 

Jacobson.  T.  R 

Hot  Springs 

Renka,  R 

Rapid  City 

Branch,  Robert 

Rapid  Citv 

James,  E 

Rapid  City 

Rosario,  E 

Rapid  City 

♦Bray,  R B 

Rapid  City 

Javurek,  A.  J 

Sioux  Falls 

Rud,  J. 

Rapid  City 

Bumap,  I)  W 

Rapid  City 

Jenter,  G.  W 

Sturgis 

Ruud,  E.  T 

Hot  Springs 

Burnett,  R 

Rapid  City 

Jerde,  O.  M 

Rapid  City 

Sandvik.  D.  E 

Rapid  City 

Butz,  Gerald 

Rapid  City 

Johnson,  Robert  K.  . 

Rapid  City 

Sanmartin.  J 

Rapid  City 

Calhoon,  S.  L. 

Rapid  City 

Jones,  W.  E 

Sturgis 

♦Saxton.  A.  J. 

. New  Mexico 

Carlson.  G 

Rapid  City 

Kelley,  D.  H 

Rapid  City 

Sejvar.  J.  P 

Rapid  City 

Carson,  L.  E 

Arkansas 

Kelts,  K.  A 

Rapid  City 

Shining,  H.  S 

Rapid  City 

♦Clark,  B.  S 

Spearfish 

Klar,  W 

Fort  Meade 

Slingsby,  J.  B 

Rapid  City 

Cline,  J.  A 

North  Carolina 

♦Koren,  P 

Rapid  City 

Strand,  R.  D 

Rapid  City 

Cornford,  R.  C 

Rapid  City 

Kovarik,  J.  A 

Rapid  City 

Sutliff.  W 

Rapid  City 

Dewald,  A 

Rapid  City 

Kovank.  R.  A 

Rapid  City 

Swisher,  1 P 

Kadoka 

Dickson.  Daryl 

Hot  Springs 

Kovarik,  W.  J 

Rapid  City 

Theissen,  H.  H 

Rapid  City 

Drummond.  R 

Rapid  City 

Krafka,  T 

Rapid  City 

Tracer,  C.  L 

Rapid  City 

Dzintars.  P.  F 

Rapid  City 

Kullbom,  J 

Rapid  City 

Trinidad,  R 

. . Deadwood 

Ebbert.  Larry  

Rapid  City 

Kunz,  J.  A 

Rapid  City 

Tschetter,  W.  R 

Rapid  City 

Elston,  .1.  T 

Rapid  City 

Kwan,  F.  P 

Rapid  City 

Van  Etten,  D 

Rapid  City 

Ferrell.  R. 

Rapid  City 

♦Lampert,  A.  A 

Rapid  City 

Vogele,  Kenneth 

Rapid  City 

Finley,  R ( 

Rapid  City 

♦Lemley,  R E 

Rapid  City 

Welsh.  Gary 

Rapid  City 

Forshner,  R. 

Hot  Springs 

Liedtke,  C 

Sturgis 

Westaby,  R.  S 

Hot  Springs 

Freimark,  L.  G 

Rapid  City 

Loos,  C 

Rapid  City 

Whitney,  N.  R. 

Rapid  City 

Fromm,  H.  E 

Rapid  City 

Lopez,  A 

Hot  Springs 

Wicks,  Dennis  

Custer 

Frost,  H.  1 

Rapid  City 

Lucas,  C 

Dallas,  TX 

♦Williams.  F.  R. 

Rapid  City 

Gill,  T 

Rapid  City 

Mangulis,  G.  J 

Philip 

Wood,  G.  F 

Rapid  City 

♦Gilbert,  F.  J. 

Ft.  Meade 

Massa,  I.  I. 

Wright.  Paul 

Rapid  City 

Golliher,  W.  N 

Spearfish 

Mattson,  W 

Rapid  City 

Yackley,  J.  V 

Rapid  City 

Gwinn.  C.  B. 

Rapid  City 

McGuigan,  P.  M 

Rapid  City 

Yamada,  A 

Rapid  City 

Haas,  S. 

Rapid  City 

McQuinn,  T 

Pine  Ridge 

Zanka,  J.  A 

Rapid  City 

Hafner,  Daniel 

Rapid  City 

ROSEBUD 

DISTRICT  No.  10 

Pres. 

, Tony  Berg,  M.D. 

Sec.,  Louis  Hogrefe,  M.D. 

Bailey,  Donald 

O’Neill.  Neb. 

Malm,  J 

Gregory 

Sweet,  E.  P 

Burke 

Berg,  T 

Winner 

Nemer,  R.  G 

Gregory 

Thompson.  M.  George  . 

Gregory 

Hogrete,  L 

Gregory 

Stiehl,  R 

Winner 

NORTHWEST 

DISTRICT  No.  11 

Pres., 

James  Collins,  M.D. 

Sec.,  L.  M.  Linde,  M.D. 

Collins,  J.  D 

Mobridge 

♦Nolan,  B.  P 

Mobridge 

Van  Balen,  C 

Hoven 

Henderson,  B.  J. 

Mobridge 

Peterson,  Jeffrey  .... 

Mobridge 

Wunder,  J 

....  Mobridge 

Johnson,  C.  A 

Lemmon 

♦Spiry,  A.  W 

Mobridge 

Yecha,  David 

. . . Gettysburg 

Linde,  Leonard 

Mobridge 

WHETSTONE  VALLEY 

DISTRICT  No.  12 

Pres.,  Joseph  Kass,  M.D. 

Sec.,  David  Oey,  M.D. 

Bell,  Eldon 

Webster 

Kass,  Joseph 

Rosholt 

Oey,  D 

Sisseton 

♦Gregory,  D A 

Montana 

Knecht,  J 

Milbank 

Staub,  D.  W 

Sisseton 

Janavs,  V 

Milbank 

Nelson,  1 F 

Webster 

Vogelgesang,  L.  C 

Webster 

Johnson,  E.  A 

Milbank 

♦—Indicates  Honorary  Membership 
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Abu-Ghazaleh,  S 

Sioux  Falls 

Adams,  C 

Yankton 

Adams,  H.  P 

Huron 

Ahrlin,  H.  L 

Rapid  City 

Ahrlin,  H.  L , Jr 

Rapid  City 

Albano,  P 

Aberdeen 

*Alcom,  F.  A 

Sioux  Falls 

Allen,  Bruce  

Rapid  City 

Allen,  S.  W 

Watertown 

Altman,  S 

Aberdeen 

Alvine,  F.  G 

Sioux  Falls 

Amundson,  Loren  . . 

Sioux  Falls 

Andersen,  C.  F 

Aberdeen 

Anderson,  A.  B. 

Lead 

Anderson,  C.  W 

Sioux  Falls 

Anderson,  Edward 

Sioux  Falls 

Anderson,  Esther 

Aberdeen 

Anderson,  J,  A 

Madison 

Anderson,  T.  R. 

Sioux  Falls 

Anderson,  W.  R. 

Sioux  Falls 

Angelos.  T 

Canton 

Appelwick,  J 

Madison 

Argabrite,  J.  W 

Watertown 

Ameson,  W.  A 

Sioux  Falls 

Arnold,  G 

Rapid  City 

Askwig,  1 C 

Pierre 

Aspaas,  P . K. 

Dell  Rapids 

Aspaas,  Paul  Jr 

Sioux  Falls 

Assam,  S 

Sioux  Falls 

Authier,  N.  

Rapid  City 

Baas,  W 

Mitchell 

Bachmayer,  Jay 

Aberdeen 

Bailey,  Don 

O'Neill,  Neb. 

Bailey,  J,  D 

Rapid  City 

Bandiera.  S 

Brookings 

Bareis,  R.  J. 

Rapid  City 

Barker,  J.  D 

Sioux  Falls 

Barlow,  J.  F 

Sioux  Falls 

Barnett,  G.  L 

Sioux  Falls 

Barrett,  A.  J 

Rapid  City 

Bartholomew,  K 

Faulkton 

Bartron,  G.  R 

Watertown 

“Bartron,  FI.  J..  Jr 

Watertown 

Bauman,  R 

Rapid  City 

Bean,  David 

Yankton 

Bedingfield,  J.  R 

Rapid  City 

Behrens,  C.  I 

Rapid  City 

Belatti,  R.  G 

Sioux  Falls 

Bell,  Eldon 

Webster 

Bell,  G.  Robert 

DeSmet 

Benson,  G 

Sioux  Falls 

Berg,  S 

Redfield 

Berg,  T 

Winner 

Bergeron,  Dale 

Rapid  City 

Berkebile,  D 

Rapid  City 

Berry,  J.  T 

Mitchell 

Bess,  M 

Sioux  Falls 

Betts,  L.  S 

Huron 

Bhatara,  V 

Sioux  Falls 

Bhatti,  T.  H 

Sioux  Falls 

Billion,  J.  J 

Sioux  Falls 

Binder,  C.  F 

. . . Chamberlain 

Blake,  J 

Sioux  Falls 

“Bloemendaal,  G.  J.  . 

Ipswich 

Bloemendaal,  R.  D. 

Rapid  City 

Blunck,  C.  F 

Rapid  City 

Boade,  W.  A 

Sioux  Falls 

“Borgmeyer.  H.  J. 

Rapid  City 

Boyce,  R A 

Rapid  City 

Boyer,  D. 

Rapid  City 

Brakss,  V 

Watertown 

Branch,  R 

Rapid  City 

Brandenburg,  V 

Sioux  Falls 

*Bray,  R.  B. 

Rapid  City 

“Breit.  D.  H 

Sioux  Falls 

Brevik,  A 

Redfield 

Brinkman.  R 

Yankton 

Broadhurst,  K.  A. 

Aberdeen 

Brookman,  B,  T. 

Wagner 

Brown,  Robert 

Aberdeen 

Bruins,  G 

Sioux  Falls 

Br/ica.  S.  M 

Sioux  Falls 

Buchanan,  D 

Huron 

Bucy,  Christine 

Sioux  Falls 

Bunker,  T 

Aberdeen 

Burkhart,  T 

Sioux  Falls 

Bumap,  D.  W 

Rapid  City 

Burnett,  R. 

Rapid  City 

Burns,  E.  A 

Sioux  Falls 

Bums,  H 

Sioux  Falls 

Burns,  K.  R 

Sioux  Falls 

Butz,  Gerald 

Rapid  City 

Calhoon,  S 

Rapid  City 

Carlson,  G 

Rapid  City 

*Camey,  M 

Texas 

Carpenter,  P 

Sioux  Falls 

Carson,  1 E 

Arkansas 

Carter,  G 

Sioux  Falls 

Carter,  P.  B 

Aberdeen 

Cavanaugh,  D 

Huron 

Chalmers,  J.  H. 

Sioux  Falls 

Chang,  J.  P 

Aberdeen 

Chavier,  Juan 

Aberdeen 

Chen,  C.  F 

Aberdeen 

Christopher.  John 

Aberdeen 

Church,  Bill  G 

Sioux  Falls 

Cink,  T 

Sioux  Falls 

“Clark.  B.  S 

Spearfish 

Clark,  C,  J. 

Watertown 

Clark,  E.  T 

Sioux  Falls 

Cline,  J.  A 

. . North  Carolina 

Cloar.  R 

Sioux  Falls 

Collins,  E.  H. 

Gettysburg 

Collins,  James  

Mobndge 

Cornford.  R.  C 

Rapid  City 

Cosand,  M.  R 

Pierre 

“Cottam,  G.  I.  W.  . . 

Sioux  Falls 

Crandell,  M 

Chamberlain 

Cutshall.  V.  H 

Sioux  Falls 

Cutshall,  V.  K 

Sioux  Falls 

Dappen.  R 

Mitchell 

Davis,  J 

Pierre 

Daw,  E.  F 

Sioux  Falls 

Dean,  Roscoe 

Wess.  Springs 

Dean,  Thomas 

. Wess.  Springs 

DeClark,  R.  P 

Sioux  Falls 

DeGeest,  J.  H 

Miller 

Delaney,  R.  J 

Mitchell 

Delaney,  W.  A.,  Jr, 

Mitchell 

Dendinger,  Wm 

Vermillion 

Desai,  B.  J 

Watertown 

Devick,  J.  S 

Colton 

Dewald,  A 

Rapid  City 

Dickerson,  Daryl  .... 

Hot  Springs 

Dilger,  J. 

Mitchell 

Donahoe,  J.  W 

Sioux  Falls 

Driver,  I.  E 

California 

Drummond,  R. 

Rapid  City 

Drvmalski,  W 

Sioux  Falls 

D’Souza,  E.  P 

Aberdeen 

Dzintars,  P.  F 

Rapid  City 

Dzintars,  V 

Sioux  Falls 

Easton,  J 

Sioux  Falls 

Ebbert,  Earn 

Rapid  City 

Ecknch.  J.  A 

Aberdeen 

Eckrich,  J.  A.,  Jr 

Aberdeen 

“Eirinberg,  1 

Sioux  Falls 

Elkjer,  N 

Sioux  Falls 

Elson,  D 

Sioux  Falls 

Elston,  J T. 

Rapid  City 

Engelhart,  K 

Watertown 

English,  G 

Sioux  Falls 

Ensberg,  D.  L. 

Sioux  Falls 

Epp.  I)  1 

Freeman 

Fahrenwald,  M 

Aberdeen 

Farrell,  H.  W 

Sioux  Falls 

Fedt,  Donald 

Watertown 

Felker,  J 

Sioux  Falls 

Fenton,  L 

Sioux  Falls 

Ferrell,  M R 

Sioux  Falls 

Ferrell,  R 

Rapid  City 

Finley,  R C 

Rapid  City 

Finney,  I 

Sioux  Falls 

“Fisk,  R.  G 

Flandreau 

Fletcher,  H 

Vermillion 

Rohr,  C 

Mitchell 

Flom,  J 

Yankton 

Flora,  G 

Sioux  Falls 

Foley,  R.  J 

Tyndall 

Forshner,  R. 

Hot  Springs 

Foss,  J.  F 

Sioux  Falls 

“Fox,  S.  W 

Canada 

Frazier,  P 

Clear  Lake 

Freeman,  J.  W 

Sioux  Falls 

Freimark,  L 

Rapid  City 

“Friefeld,  S 

Minnesota 

Friess,  R.  W 

Sioux  Falls 

Fromm,  H.  E 

Rapid  City 

Frost,  D M 

Sioux  Falls 

Frost,  H.  L 

Rapid  City 

Fuller,  Wm.  C 

Sioux  Falls 

Gehring,  S 

Sioux  Falls 

Gerber,  B.  C 

Aberdeen 

Gere,  R.  G 

Mitchell 

Giebink,  R.  R 

Sioux  Falls 

“Gilbert,  F.  J 

Ft.  Meade 

Gill,  T 

Rapid  City 

Gillis,  F.  D 

Mitchell 

Golliher,  W.  N 

Spearfish 

Graham,  D 

Sioux  Falls 

Grau,  T 

Sioux  Falls 

Greenfield,  D.  L 

Sioux  Falls 

Gregg,  J.  B 

Pierre 

“Gregory.  D.  A 

Montana 

Groote,  C 

Sioux  Falls 

Gross,  H.  Phil  

Sioux  Falls 

“Grove,  M.  S 

Sioux  Falls 

Gryte,  C.  F 

Huron 

Guddal,  W.  N 

Watertown 

Gunderson,  D 

Yankton 

AUGUST  1982 


41 


Gunnarson,  R.  E 

Sioux  Falls 

Gutch,  C.  F 

Sioux  Falls 

Gutnik,  L 

Sioux  Falls 

Gwinn,  C.  B 

Rapid  City 

Haas,  Stephen 

Rapid  City 

Hafner,  Daniel 

Rapid  City 

Hagen,  J 

Sioux  Falls 

Haley,  M 

Mitchell 

Halverson,  K 

Yankton 

Hamm,  Joseph 

Sturgis 

Hansen,  R.  J 

Kimball 

Hanson,  B 

Watertown 

Hanson,  W,  O 

Huron 

Hare,  H.  J. 

Rapid  City 

Harlow,  M.  C 

Aberdeen 

Harris,  Russell 

Rapid  City 

Hart.  H 

Aberdeen 

Hartmann,  A 

Sioux  Falls 

Hart/ell.  A 

Sioux  Falls 

Haugan,  H.O 

Rapid  City 

Hayes,  R.  H. 

Wall 

Hays.  I 

Mitchell 

Heidepreim,  G 

Rapid  City 

Heinrichs.  E 

Vermillion 

Heisinger,  R 

Aberdeen 

Held,  G 

Yankton 

Henderson,  B 

Mobridge 

Henrickson,  L 

Sioux  Falls 

Henrickson,  R 

Sioux  Falls 

*Henry,  Robert 

Brookings 

Henry,  T 

Rapid  City 

Herbrandson,  C.  R. 

Spearfish 

Hercules,  C 

Rapid  City 

Hermann,  H.  T 

Mitchell 

Hermanson,  J.  M. 

. . Valley  Springs 

Heth,  S 

Mitchell 

Hewitt,  J.  M 

Rapid  City 

♦Hill,  J.  F 

Yankton 

Hockett,  R.  D 

Mitchell 

Hofer,  E.  A 

Huron 

Hogrefe,  L 

Gregory 

HofTsten.  P. 

Pierre 

Hohm.  B 

Sioux  Falls 

Hohm,  Paul  

Huron 

Hohm,  R 

Huron 

Hohm,  Theo 

Huron 

Holland,  I W 

. . . . Chamberlain 

Hollerman,  Chas 

PA 

Holm,  R 

Brookings 

Holt,  B 

New  York 

Holzwarth,  D.  R. 

Yankton 

Honke,  R.  W 

Wagner 

Honke,  R.  W..  II 

Wagner 

Homing.  J 

Watertown 

Hosen,  R S 

Sioux  Falls 

Hoskins,  John 

Sioux  Falls 

Hoversten,  D 

Sioux  Falls 

Hovland,  James  I.  . . . 

Aberdeen 

Howard,  Wm.  J 

Rapid  City 

Howe,  J 

Mitchell 

Hoxtell,  Eugene 

Sioux  Falls 

Huber,  J 

Redfield 

Huber,  T 

Pierre 

Hubner,  J 

Yankton 

♦Hubner,  R.  F 

Yankton 

Huet,  G.  M 

Huron 

Hughes,  H.  I) 

Clear  Lake 

Humphreys,  D 

Sioux  Falls 

♦Huppler,  E.  G 

Minn. 

Hurley,  B 

Sioux  Falls 

Hurley,  T 

Sioux  Falls 

Hussain,  R 

Sioux  Falls 

Hyland,  L 

Sioux  Falls 

Ingvoldstad,  J 

Sioux  Falls 

Isburg,  Carroll  

Yankton 

Jackson.  J 

Rapid  City 

Jacobsen,  J.  J. 

Yankton 

Jacobson,  I R 

Hot  Springs 

Jahraus,  R.  C 

Pierre 

James,  E 

Rapid  City 

Jameson,  G,  M 

Yankton 

Janavs,  V 

Milbank 

Janis,  J.  B 

Sioux  Falls 

Janusz.  A.  J 

Aberdeen 

Jaqua,  R.  A 

Sioux  Falls 

Javurek,  A 

Sioux  Falls 

Jenter,  G 

Sturgis 

Jerde,  O.  M 

Rapid  City 

Johnson,  Beth 

Vermillion 

Johnson,  C.  A 

Lemmon 

Johnson,  D.  L 

Sioux  Falls 

Johnson,  E.  A 

Milbank 

Johnson,  R.  C 

Sioux  Falls 

Johnson,  Robert 

Rapid  City 

Johnson,  I C 

Yankton 

Johnson,  V 

Vermillion 

Jones,  W.  E 

Sturgis 

Jones,  W.  L 

Sioux  Falls 

Judge,  J O 

Mitchell 

Judge,  T.  J 

Mitchell 

Kalda,  E.  F 

Platte 

Kapur.  H. 

Huron 

Kapur.  R 

Huron 

Karlen,  L.  W 

DeSmet 

Kass.  Joseph 

Rosholt 

Kaufman,  I.  I 

Freeman 

Kazi,  K.  S 

Aberdeen 

Kelley,  D.  H 

Rapid  City 

Kelts,  K.  A 

Rapid  City 

Kemp.  E 

Sioux  Falls 

Kemp.  J 

Mitchell 

Kennedy,  D 

Sioux  Falls 

♦Kershner,  C.  M 

Brookings 

Kim,  T 

Huron 

King.  8.  F 

Salem 

♦King,  1 „ Jr 

Sioux  Falls 

Kittelson.  H.  O 

Sioux  Falls 

Klar,  W 

Fort  Meade 

Knecht,  J 

Milbank 

Knowles.  R.  C 

Sioux  Falls 

Knudson,  D 

Sioux  Falls 

Knutson.  Dennis 

Sioux  Falls 

♦Kohlmeyer,  F.  C 

Sioux  Falls 

Korn,  C 

Aberdeen 

Koob,  K 

Sioux  Falls 

♦Koren,  P 

Rapid  City 

Kosse,  Karl 

Aberdeen 

Kovarik,  J.  A 

Rapid  City 

Kovarik,  R.  A 

Rapid  City 

Kovarik,  W.  J 

Rapid  City 

Krafka.  T 

Rapid  City 

Kramer,  C 

Chamberlain 

Krawitt,  L 

Nevada 

Kroack,  K.  J 

Brookings 

Kullbom.  1 

Rapid  City 

Kunz,  J A 

Rapid  City 

Kurch.  J 

Kwan,  F.  P 

Rapid  City 

Lakstigala,  Peter 

Sioux  Falls 

Lamport,  A.  A 

Madison 

♦Lampert,  A.  A..  Sr. 

Rapid  City 

Lang,  Durward 

Sioux  Falls 

Langdon,  J 

Sioux  Falls 

Lankhorst,  B. 

Sioux  Falls 

Lardinois,  C.  C 

Huron 

Larke.  D 

Sioux  Falls 

Larson,  J.  C Watertown 

Larson,  Leland  J Sioux  Falls 

Larson,  P.  M Watertown 

♦Leander,  R.  B Sioux  Falls 

Lee.  S.  G Sioux  Falls 

*Lemley,  R E Rapid  City 

Lenz,  B.  T Huron 

Leon.  Paul Aberdeen 

Lewis,  H.  R Mitchell 

Liedtke,  C Sturgis 

Likness,  C Watertown 

Lindbloom.  B.  O Pierre 

Linde,  Leonard Mobridge 

*I.loyd.  J.  H Mitchell 

Long.  R Brookings 

Looby,  T Sioux  Falls 

Loos,  C.  M Rapid  City 

Loos,  G.  D Sioux  Falls 

Lopez,  A Hot  Springs 

Lovrien,  Fred Sioux  Fails 

Lucas,  C Dallas,  TX 

Lukach,  J.  R Aberdeen 

Lushbough,  B.  C Brookings 

Lyso.  M Yankton 

Mabee,  J.  O Mitchell 

♦Mabee,  O.  J Mitchell 

Madison,  D Sioux  Falls 

Magnuson,  G Sioux  Falls 

Malm,  J Gregory 

Mangulis,  G Philip 

*Maresh,  E.  R Sioux  Falls 

Margallo,  L Mitchell 

Mark,  C Viborg 

Marschke,  R Sioux  Falls 

Marvel,  J Sioux  Falls 

Massa,  L.  L Sturgis 

Mastersen,  T Sioux  Falls 

Mattson,  W Rapid  City 

McCann,  J.  P Parkston 

McClaflin,  R Watertown 

McDonald,  C.  J Sioux  Falls 

McFee,  John Ipswich 

McGee,  R Aberdeen 

McGreevy,  E.  J Sioux  Falls 

♦McGreevy,  J Sioux  Falls 

McGreevy,  P.  S Sioux  Falls 

McGuigan,  P.  M Rapid  City 

McHardy,  B.  P Brookings 

McIntosh,  G.  F Eureka 

McMillin,  J Sioux  Falls 

♦McQuinn,  T Pine  Ridge 

McVay,  C.  B Yankton 

McVay,  M Yankton 

*Merryman,  M.  P Rapid  City 

Messner.  F Yankton 

Meyer,  R Watertown 

Meyers,  W.  W Hot  Springs 

Michieli,  Jose Watertown 

Millea,  R.  P Rapid  City 

Mohler,  C Sioux  Falls 

Moller.  C Mitchell 

Monfore,  James Miller 

Monson,  C.  D Parkston 

Morris,  A.  D Sioux  Falls 

Mortimer,  S Rapid  City 

Mueller,  E.  H Tripp 

Munson,  D Sioux  Falls 

Munson,  H.  B Rapid  City 

Mutch,  M.  G Sioux  Falls 

Myrmoe,  A Aberdeen 

Naughton,  G Sioux  Falls 

Nelson,  Earl  Viborg 

Nelson,  L.  F Webster 
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Nelson,  P.  S 

Watertown 

Nelson.  R.  A 

Sioux  Falls 

Nelson,  R E 

Sioux  Falls 

Nemer,  R.  G 

Gregory 

Neu,  Norman 

Rapid  City 

Neumayr,  R.  J 

Yankton 

Nice.  R 

Sioux  Falls 

Nicholas,  George  . . . . 

Huron 

Nielsen,  J 

Dell  Rapids 

♦Nolan.  B.  P 

Mobndge 

Nord,  A 

Rapid  City 

Nordstrom,  D 

Sioux  Falls 

♦Norgello,  V 

Sioux  Falls 

Nutt,  R 

Yankton 

Oakland,  J 

Sioux  Falls 

O'Brien,  C 

Sioux  Falls 

O’Brien,  P.  J 

Sioux  Falls 

Ochsner,  J.  A 

Sioux  Falls 

Odland.  W 

Aberdeen 

Oey,  D 

Sisseton 

Ofstein,  L 

Sioux  Falls 

♦Ogborn.  R.  J 

Sioux  Falls 

Ohrt.  D 

Sioux  Falls 

Olson.  M 

Sioux  Falls 

Olson,  T 

Vermillion 

♦Opheim,  W.  L 

Sioux  Falls 

Opheim,  W.  O.  V. . . . 

Sioux  Falls 

Orr.  R.  I 

Sioux  Falls 

Ortmeier,  D 

Sioux  Falls 

Ostrowski,  S 

Eureka 

Otey,  B.  T 

Flandreau 

Ottenbacher,  John  . . 

Bowdle 

Owen,  G.  S 

Rapid  City 

Owens.  L 

Sioux  Falls 

Owens,  R.  J 

Pierre 

Palmerton.  E.  S 

Rapid  City 

Park,  Dai  H 

Pierre 

Parry  , R 

Sioux  Falls 

Pascale,  C.  C 

Centerville 

Pasek,  E.  A 

Sioux  Falls 

Pan.  W.  H 

Brookings 

Patterson,  D 

Redfield 

Payne,  H 

Sioux  Falls 

♦Peeke,  A 

Volga 

Peik.  D.  .1 

Brookings 

Pekas,  M 

Sioux  Falls 

Pelegrin.  R.  J 

Huron 

Pelton,  C 

Aberdeen 

♦Perry,  Wm 

Rapid  City 

Petereit,  M.  F 

Sioux  Falls 

Peters.  E.  H 

Sioux  Falls 

Petersen,  L 

Yankton 

Peterson,  J 

Mobridge 

Petres,  A 

Salem 

Phadke.  Y.  G 

. Chamberlain 

Pieczka,  Jan  

Hot  Springs 

Piro,  D.  F 

Watertown 

Pitt-Hart,  B.  T 

Sioux  Falls 

♦Plowman,  E.  T 

Brookings 

Plvler.  C 

Yankton 

Porter,  Maynard 

Parkston 

Porter,  Richard 

Yankton 

Price,  Ronald 

Armour 

Prodow,  Susan 

Vermillion 

Pullen.  M 

Yankton 

Putnam,  W 

Sioux  Falls 

Quale,  J 

Sioux  Falls 

Quick.  Wm 

Yankton 

Quinn,  R.  H 

Sioux  Falls 

Radack,  M.  L 

Yankton 

Ramos,  M 

Scotland 

Randall,  B 

Sioux  Falls 

Ranney,  Brooks 

Yankton 

Raszkowski,  R 

Sioux  Falls 

Read.  R 

Sioux  Falls 

Reagan,  J.  L 

Madison 

Reaney.  D.  B 

Yankton 

Reding,  A.  P 

Marion 

Regier,  E 

Canton 

Reinoehl,  W 

Custer 

Renka.  R 

Rapid  City 

Reynold,  James 

Sioux  Falls 

Rhoades,  M 

Yankton 

Richards,  George  . . . . 

Sioux  Falls 

Rittmann,  J 

Watertown 

Roberts,  C.  S.,  Jr.  ... 

Brookings 

Rodine,  J C 

Aberdeen 

Rosario,  E 

Rapid  City 

Rossing,  D 

Sioux  Falls 

Rossing,  W.  O 

Sioux  Falls 

Rost.  M 

Sioux  Falls 

♦Rousseau,  M.  C 

Watertown 

Rud,  James 

Rapid  City 

♦Rudolph.  E.  A 

California 

Rutt,  Carl 

Elkhart,  IN 

Ruud,  E.  T 

Hot  Springs 

Rvan,  J 

Sioux  Falls 

Salem,  A 

Sioux  Falls 

Salmela.  S 

Sioux  Falls 

Saloum,  H 

Tyndall 

Sampat,  P 

. . . . Chamberlain 

Sample,  R 

Madison 

Sanchez,  G 

Sioux  Falls 

Sanders,  M.  E 

Aberdeen 

Sanderson,  E.  W 

Sioux  Falls 

Sandvik,  D.  E 

Rapid  City 

Sanmartin,  J 

Rapid  City 

Saoi,  N.  B 

Yankton 

Saltier,  T.  H 

Yankton 

♦Saxton,  A.  J 

. . . . New  Mexico 

Saylor,  H.  L.,  Jr 

Huron 

Schabauer,  E.  A 

Mitchell 

SchefFel.  A 

Redfield 

Scheller,  D.  L 

Arlington 

SchellpefTer,  D 

Sioux  Falls 

Schroeder,  S 

Miller 

Schultz,  R.  D 

Sioux  Falls 

Seaman,  David 

Aberdeen 

♦Sebring,  F.  U 

Vermillion 

Sejvar,  J.  P 

Rapid  City 

Shaskey,  R E 

Brookings 

Sheekey,  O 

Huron 

Shinghal.  K 

Aberdeen 

Shinghal.  P 

Aberdeen 

Shining,  H.  S 

Rapid  City 

Shousha,  A 

Britton 

Simmons,  .1  1 

Sioux  Falls 

Sittner,  L 

Sioux  Falls 

Skogmo,  B.  R 

Mitchell 

Slattery,  M 

Sioux  Falls 

Slingsby,  J 

Rapid  City 

Smith,  David 

Springfield 

♦Smith,  G 

Missouri 

Solberg,  L 

Sioux  Falls 

Spears,  B 

Pierre 

♦Spiry.  A.  W 

Mobridge 

♦Stahmann,  F.  S 

Sioux  Falls 

Stanage,  W.  F 

Pierre 

Stassen,  M 

Sioux  Falls 

Staub,  D 

Sisseton 

Steele.  G.  H 

Aberdeen 

Steele,  J.  P 

Yankton 

♦Steiner.  P 

California 

Stensland.  V 

Sioux  Falls 

Stensrud,  H.  J 

Madison 

Stephenson,  D Yankton 

Stcmquist.  J Yankton 

Stevens,  J Yankton 

Stiehl,  R Winner 

Stoltz,  C.  R Sioux  Falls 

*Stoltz,  C.  R Watertown 

Stopple,  J Aberdeen 

Strand,  R.  D Rapid  City 

Stranskv,  J.  J Watertown 

Sutlifl'.  W.  C Rapid  City 

Swanson,  C.  L Pierre 

Sweeny,  W.  T Aberdeen 

Sweet,  E.  P.  Burke 

Swisher,  L.  P Kadoka 

Talley,  Robert Sioux  Falls 

Tam,  Guy Sioux  Falls 

Tan,  R.  f.  . Aberdeen 

♦Tank,  M.  C Brookings 

Taylor,  Wm.  R Aberdeen 

Tesch,  R Brookings 

Thatcher,  G Sioux  Falls 

Theissen,  H.  H Rapid  City 

Thompson,  M.  C Watertown 

Thompson,  M.  G Gregory 

Thompson,  R.  F Yankton 

Thornton,  R.  R Yankton 

Tidd,  J.  T Yankton 

Tieszen,  A.  J Pierre 

Tieszen,  J Sioux  Falls 

Tobin,  L.  W Mitchell 

Tobin,  M.  D Sioux  Falls 

Tracer,  C.  L Rapid  City 

Tracy,  G.  E Watertown 

Trinidad,  R Deadwood 

Tschetter,  L.  K Sioux  Falls 

Tschetter,  R.  T Sioux  Falls 

Tschetter,  W.  R Rapid  City 

Tuan,  C Yankton 

Turner,  C.  R Vermillion 

Ulrickson,  M Watertown 

Ulus,  M Sioux  Falls 

Unite,  I Aberdeen 

Vanadurongvan,  K Lake  Preston 

Vanadurongvan,  V Lake  Preston 

Van  Balen,  C Hoven 

Van  Demark,  R.  E Sioux  Falls 

Vander  Woude,  L Sioux  Falls 

Van  Etten,  D Rapid  City 

Venugopal,  M Brookings 

Villa,  J.  P Freeman 

Visani,  S Mitchell 

Vogele,  A.  C Aberdeen 

Vogele,  C.  L Aberdeen 

Vogele,  Kenneth Rapid  City 

Vogelgesang,  L.  C Webster 

Vogt,  H.  B Sioux  Falls 

Volin,  V.  V Sioux  Falls 

♦Vonburg,  V.  R Mitchell 

Vose,  J.  L Mitchell 

Wagner,  L Sioux  Falls 

Wait,  C Brookings 

Wake,  R Brookings 

Waltner,  Lonnie Freeman 

Walton,  J Sioux  Falls 

Watson,  Wm Sioux  Falls 

Weatherill,  D.  W Mitchell 

* Weber.  R.  A Mitchell 

Wegner,  K.  H Sioux  Falls 

Welge,  B Aberdeen 

Welsh,  Gary Rapid  City 

Werthmann,  H Pierre 
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Westaby,  R.  S.,  Jr Hot  Springs 

White,  T.  C Sioux  Falls 

Whitney,  N.  R Rapid  City 

Wicks,  D Custer 

Westaby,  R.  S.,  Jr Hot  Springs 

White,  T.  C Sioux  Falls 

Whitney,  N.  R Rapid  City 

Wicks,  D Custer 

Wierda,  D.  R Sioux  Falls 

Wilde,  K Madison 

Willcockson,  John Yankton 


Willcockson,  T.  H Yankton 

Williams,  B.  J Sioux  Falls 

♦Williams,  F.  R Rapid  City 

Williams,  H.  S Mitchell 

Willix,  Robert Sioux  Falls 

Wilson,  T Sioux  Falls 

Wirt/.  P Sioux  Falls 

♦Wold,  H R Madison 

Wood,  G.  F Rapid  City 

Wrage,  T.  J.,  Jr Watertown 

Wright,  Paul Rapid  City 


Wunder,  James 

Mobndge 

Wyatt,  George  

Sioux  Falls 

Wyatt,  R 

Sioux  Falls 

Yackley,  J.  V 

Rapid  City 

Yamada,  A 

Rapid  City 

Yecha,  David 

Gettysburg 

Zakahi.  R J 

Pierre 

Zanka,  J.  A 

Rapid  City 

Zvejnieks,  K 

Aberdeen 

♦Indicates  Honorary  Membership 


ASSOCIATE  MEMBERS 
(MEDICAL  SCHOOL  STUDENTS, 
RESIDENTS) 


Abbot,  Stewart  Indianapolis,  IN 

Allen,  Raymond Sioux  Falls 

tAltstiel,  Terry,  M.D Yankton 

^Anderson,  Keith,  M.D.  . Sioux  Falls 

tAshbaugh,  James,  M.D.  Sioux  Falls 

tBartnick,  David,  M.D Sioux  Falls 

Benson,  Neil Rapid  City 

Bjordhl,  Kevin Sioux  City,  I. A. 

Braastad,  Fred  Sioux  Falls 

Clippinger,  Mark Sioux  Falls 

Faragher,  David Yankton 

JFarritor,  Michael,  M.D.  . Sioux  Falls 
tFrank,  John,  M.D Yankton 


Hansen,  Craig,  M.D Rapid  City 

Holer.  D Bridgewater 

Hoffmann,  Jay Sioux  Falls 

Hottman,  Jeff Vermillion 

Jensen,  Kristin Vermillion 

Jensen,  Tami  Vermillion 

Jones,  James  A Yankton 

Kaplan,  Richard Vermillion 

Kelty-Lawler,  Maureen Sioux  Falls 

Kile,  Patty Sioux  Falls 

JKovacs,  Henrietta,  M.D.  Sioux  Falls 

^Larson,  Bert,  M.D Sioux  Falls 

fLiudahl,  Jeffrey,  M.D Sioux  Falls 


tMaksy,  Magdy,  M.D Sioux  Falls 

|Mantz,  Donald,  M.D Sioux  Falls 

Meyer,  J.  Paul  Vermillion 

|Neira,  Sergio,  M.D Oxnard,  CA 

Neish,  Steven  Yankton 

Newman,  Mica Vermillion 

tOdden,  Kirk,  M.D Sioux  Falls 

Preston,  Robert  Hermosa 

tSchmaltz,  Richard,  M.D Yankton 

tShort,  Rande,  M.D Sioux  Falls 

VanderLaan,  Pat  Illinois 

Vonk,  Galen Sioux  Falls 

Werth,  Roger Sioux  Falls 


t—  Resident 

M.S.  — Military  Service 
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Chapter  News 


I \for  the '80s 


SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


SOUTH  DAKOTA 
FAMILY  PRACTICE  RESIDENTS 


Medical  School 

Hometown 

Spouse 

1st  Year  Family  Practice  Residents 

Peter  J.  Erickson 

University  of  Minnesota 

Roseville,  MN 

Single 

Hoadley  H.  Harris 

University  of  Iowa 

Sioux  City,  IA 

Cora 

Timothy  M.  Hogan 

University  of  Minnesota 

St.  Paul,  MN 

Carolyn 

Michael  E.  Hogue 

University  of  North  Dakota 

Linton,  ND 

Chery 

Kenneth  M.  Johnson 

USD/University  of  Nebraska 

Norfolk,  NE 

Connie 

Mark  D.  Lindquist 

University  of  Minnesota 

Moorhead,  MN 

RoxAnn 

Mark  P.  Mogen 

University  of  South  Dakota 

Aberdeen,  SD 

Karen 

Joseph  W.  Nawrocki 

University  of  Minnesota 

Trimont,  MN 

Rusty 

D.  Mark  Odland 

Auto.  U.  of  Guadalajara 

Luverne,  MN 

Patricia 

Debra  G.  Peterson 

University  of  Minnesota 

Edina,  MN 

Tim 

Timothy  M.  Peterson 

University  of  Minnesota 

Benson,  MN 

Debra 

Timothy  J.  Wolter 

University  of  Minnesota 

Minneapolis,  MN 

Laura 

2nd  Year  Family  Practice  Residents 

David  A.  Bartnick 

University  of  South  Dakota 

New  Effington,  SD 

JoAnne 

Richard  P.  Day 

University  of  South  Dakota 

Sioux  Falls,  SD 

Julie 

Margaret  R.  Devick 

University  of  South  Dakota 

Aberdeen,  SD 

John 

Barbara  R.  Fetters 

University  of  Wisconsin 

Neenah,  WI 

Patrick 

Daniel  J.  Heinemann 

University  of  South  Dakota 

Dell  Rapids,  SD 

Catherine 

Gerald  D.  Loos 

USD/University  of  Iowa 

Sioux  Falls,  SD 

Single 

Kirk  M.  Odden 

University  of  Minnesota 

Windom,  MN 

Alice  Ann 

Kim  A.  Pederson 

University  of  South  Dakota 

Sisseton,  SD 

Single 

Robert  C.  Ulrich 

University  of  Oregon 

Miles  City,  MT 

Single 

Stephen  H.  Williams 

University  of  Nebraska 

Omaha,  NE 

Single 

3rd  Year  Family  Practice  Residents 

R.  Scott  Daarud 

Loma  Linda  University 

Boulder,  CO 

Nanette 

Kurt  T.  Dallow 

University  of  Colorado 

Annandale,  VA 

Michaella 

Peter  T.  Demos 

University  of  Connecticut 

Hartford,  CT 

Ann 

Michael  A.  Jording 

Creighton  University 

Newcastle,  WY 

Single 

Patti  A.  Kile 

University  of  Minnesota 

Fridley,  MN 

Glen 

Ray  H.  Krueger 

University  of  Washington 

Seattle,  WA 

Maxine 

Patricia  A.  Peters 

University  of  South  Dakota 

Bridgewater,  SD 

Scott 

Richard  L.  Plummer 

University  of  South  Dakota 

Sioux  Falls,  SD 

Georgianna 

Randy  L.  Rogers 

University  of  South  Dakota 

Huron,  SD 

Janice 

Rande  K.  Short 

University  of  Colorado 

Seibert,  CO 

Single 

EFFECTIVE  JULY  i,  1982 
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Future  Meetings 


September 

1982  Joint  Meeting  of  the  American  College  of  Physicians  of 
South  Dakota  and  the  South  Dakota  Society  of  Internal  Med- 
icine, Benet  Hall,  Yankton,  SD,  Sept.  10-11.  Fee:  $ 10.  Contact: 
R.  F.  Thompson,  M.D.,  Yankton  Medical  Clinic,  P.O.  Box 
706,  Yankton,  SD  57078. 

Radiology/82:  Skeletal  Radiology  Including  the  Spine,  Willey 
Hall,  West  Bank  Aud.,  U.  of  Minn,  Minneapolis,  MN,  Sept. 
13-17.  27  hrs.  ACCME  & AMA  Category  I credits.  Fee:  $400. 
Contact:  CME,  Box  293  Mayo  Mem.  Bldg.,  420  Delaware  St., 
SE.  Minneapolis,  MN  55455.  Phone:  (612)  373-8012. 

Comprehensive  Care  of  the  Burn  Patient,  Hyatt  Regency  Hotel, 
Kansas  City,  MO,  Sept.  20-2 1 . AMA  Category  I credits.  Con- 
tact: Am.  Bum  Assoc.,  Robert  Gillespie,  M.D.,  770  N.  Cotner 
Blvd.,  #215,  Lincoln,  NE  68505.  Phone:  (402)  467-5454. 

Endourology:  Percutaneous  Access  to  the  Urinary  Tract,  Health 
Sciences  Unit  A,  U.  of  Minn.,  Minneapolis,  MN,  Sept.  24-25. 
14  hrs.  ACCME  & AMA  Category  I credits.  Fee:  $500.  Contact: 
CME,  Box  293  Mayo  Mem.  Bldg.,  420  Delaware  St.,  SE,  Min- 
neapolis, MN  55455.  Phone:  (612)  373-8012. 

Comprehensive  Review  of  Infectious  Disease,  Radison  Plaza,  St. 
Paul,  MN,  Sept.  30-Oct.2.  AMA  Category  I credits.  Contact: 
CME,  St.  Paul-Ramsey  Med.  Ctr.,  640  Jackson  St.,  St.  Paul, 
MN  55101.  Phone:  (612)  221-3992. 

October 

Quality  of  Life:  Quality  of  Care,  Westin  Bayshore  Hotel,  Van- 
couver, British  Columbia,  Oct.  1-2.  AMA  Category  I credits. 
Fee:  $100.  Contact:  The  Western  Division  of  the  Am.  Geriatrics 
Soc.,  13220  N.  105th  Ave.,  Rm.  12,  Sun  City,  AZ  85351. 
Phone:  (602)  977-1877. 

Seventh  Annual  International  Body  Imaging  Conference,  Sheraton 
Royal  Waikoloa  Hotel,  Kona,  Hawaii,  Oct.  9-17.  Fee:  $385. 
28  hrs.  Category  I ACR  credits.  Contact:  Conference  Secretary, 
Seventh  Ann.  International  Body  Imaging  Conf.,  Dept,  of  Ra- 
diology, West  Park  Hosp.,  22144  Roscoe  Blvd.,  Canoga  Park, 
CA  91304.  Phone:  (213)  340-0580  ext.  280. 

Seventh  Annual  Perinatal  Conference,  Ramada  Inn,  Sioux  Falls, 
SD,  Oct.  11-12.  Contact:  Margo  Varcoe,  R.N.,  SD  Perinatal 
Assoc.,  1 100  S.  Euclid  Ave.,  P.O.  Box  5039,  Sioux  Falls,  SD 
5117-5039.  Phone:  (605)  333-7193. 

Update  on  Poisonings,  St.  Paul-Ramsey  Med.  Ctr.,  St.  Paul,  MN, 
Oct.  15.  AMA  Category  I credits.  Contact:  CME,  St.  Paul- 
Ramsey  Med.  Ctr.,  640  Jackson  St.,  St.  Paul,  MN  55101.  Phone: 
(612)  221-3992. 

Cardiac  Rehabilitation,  Detroit,  MI,  Oct.  15-16.  13  hrs.  AAFP 
& AMA  Category  I credits.  Fee:  $245.  Contact:  I.M.E.C.,  64 
Inverness  Dr.,  E.,  Englewood,  CO  80112.  Phone:  800-525- 
8651. 

Principles  of  Colon  and  Rectal  Surgery,  Mayo  Mem.  Aud.,  U. 
of  Minn.,  Minneapolis,  MN,  Oct.  20-23.  26  hrs.  ACCME  & 
AMA  Category  I credits.  Fee:  $325.  Contact:  CME,  Box  293 
Mayo  Mem.  Bldg.,  420  Delaware  St.,  SE,  Minneapolis,  MN 
55455.  Phone:  (612)  373-8012. 


Emergency  Medicine  for  the  Primary  Care  Physicians,  Rodeway 
Inn,  St.  Paul,  MN,  Oct.  21-23.  AMA  Category  I credits.  Contact: 
CME,  St.  Paul-Ramsey  Med.  Ctr.,  640  Jackson  St.,  St.  Paul, 
MN  55101.  Phone:  (612)  221-3992. 

50th  Annual  Postgraduate  Assembly,  Omaha  Mid-West  Clinical 

Society,  Red  Lion  Inn,  Omaha,  NE,  Oct.  25-27.  Contact:  Lor- 
raine Seibel,  Omaha  Mid-West  Clinical  Soc.,  7363  Pacific  St., 
#2 10- A,  Omaha,  NE  68114. 

Clinical  Laboratory  Medicine  for  the  Primary  Care  Physicians, 

St.  Paul-Ramsey  Med.  Ctr.,  St.  Paul,  MN,  Oct.  28-30.  AMA 
Category  I credits.  Contact:  CME,  St.  Paul-Ramsey  Med.  Ctr., 
640  Jackson  St.,  St.  Paul,  MN  55101.  Phone:  (612)  221-3992. 


Cardiac  Rehabilitation,  Chicago,  IL,  Oct.  29-30.  13  hrs.  AAFP 
& AMA  Category  I credits.  Fee:  $245.  Contact:  I M.E.C.,  64 
Inverness  Dr.,  E.,  Englewood,  CO  80112.  Phone:  800-525- 
8651. 


November 


Current  Controversies  in  Breast  Cancer,  Shamrock  Hilton  Hotel, 
Houston,  TX,  Nov.  3-5.  Contact:  Stephen  C.  Stuyck,  Dir., 
Public  Info  & Educ.,  M.D.  Anderson  Hosp.  & Tumor  Instit., 
6723  Bertner  Ave.,  Houston,  TX  77030.  Phone:  (713)  792- 
3030. 

Arrythmias  & Cardiac  Ischemia:  Diagnosis  & Management,  New 

Orleans,  LA,  Nov.  5-6.  13  hrs.  AAFP  & AMA  Category  I 
credits.  Fee:  $245.  Contact  I.M.E.C.,  64  Inverness  Dr.,  E., 
Englewood,  CO  80112.  Phone:  800-525-8651. 

ECG  Interpretation  & Arrhythemia  Management,  San  Diego, 
CA,  Nov.  5-6.  13  hrs.  AAFP  & AMA  Category  I credits.  Fee: 
$245.  Contact:  I.M.E.C.,  64  Inverness  Dr„  E.  Englewood.  CO 
80112.  Phone:  800-525-8651. 

Clinical  Management  of  Coronary  Disease  and  Dual-Mode  Ex- 
ercise Testing,  Orlando,  FL,  Nov.  5-7.  13  hrs.  AAFP  & AMA 
Category  I credits.  Fee:  $245.  Contact:  I.M.E.C.,  64  Inverness 
Dr.,  E„  Englewood,  CO  80112.  Phone:  800-525-8651. 

Medical/Legal  Management  of  Workplace  Health  Concerns, 
Spring  Hill  Conf.  Ctr.,  Wayzata,  MN,  Nov.  8-9.  AMA  Category 
I credits.  Contact:  CME,  St.  Paul-Ramsey  Med.  Ctr.,  640  Jack- 
son  St.,  St.  Paul,  MN  55101.  Phone:  (612)  221-3992. 

Clinical  Management  of  Coronary  Disease  and  Dual-Mode  Ex- 
ercise Testing,  Dallas,  TX,  Nov.  12-13.  Contact:  I.M.E.C.,  64 
Inverness  Dr.,  E.,  Englewood,  CO  80112.  Phone:  800-525- 
8651. 


January 

2nd  Annual  Winter  Congress  on  Computed  Tomography  and  Ul- 
trasonography, St.  Moritz,  Switzerland,  Jan.  20-30.  AMA  Cat- 
egory I credits.  Contact:  Congress  Secretary,  2nd  Annual  Winter 
Congress,  Dept,  of  Rad.,  West  Park  Hosp.  22141  Roscoe  Blvd., 
Canoga  Park,  CA  91304.  Phone:  (213)  340-0580  ext.  280. 
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Clinicopathological  Conference 
Eighty-One  Year  Old  Woman  With 
Abdominal  Pain,  Diarrhea  And 
Vomiting  After  Antibiotic  Therapy 


South  Dakota  Physicians’  Perceptions 
Of  The  Outcome  OfPrgJftiim  Newborns 


.1ir,  i*®"®' 

Table  of  Contents:  page  3 


Three  important  products 
from  Dista 


Nalfoii  200 

fenoprofen  calcium 


200-mg*  Pulvules® 


Nolfon 

fenoprofen  calcium 


300-mg*  Pulvules 
600-mg*  Tablets 


Keflex* 

cephalexin 


250  and  500-mg  Pulvules 

125  and  250-mg  Oral  Suspensions 


"Present  as  230  6 mg.  345.9  mg.  and  691 .8  mg  of  the  calcium  salt  of  fenoprofen  dihydrate  equivalent  to  200 
mg.  300  mg.  and  600  mg  fenoprofen  respectively 


Additional  information  available  to  the  profession  on  request. 


^ DISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 


100062 


THE  PATIENT  THINKS 
HE  HAS  HEART  TROUBLE. 
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U KNOW  IT’S  REALLY 
X1ETY  SYMPTOMS 

is  presenting  symptoms:  palpitations,  chest  pain, 
chronic  exhaustion  and  occasional  difficulties  in  breathing. 
Good  reason  for  concern.  A complete  workup  uncovers  no 
organic  dysfunction,  but  it  does  reveal  excessively  high 
levels  of  anxiety  and  apprehension. 

For  rapid  relief  you  prescribe 
Valium  (diazepam/Roche) 

At  times  like  this,  Valium  (diazepam/Roche)  can  be  a 
potent  therapeutic  ally.  It  works  promptly.  Within  just  a few 
hours,  the  patient  begins  to  feel  calmer.  And  in  a few 'days, 
anxiety  relief  not  only  becomes  more  pronounced  but  a 
noticeable  reduction  in  anxiety-generated  somatic  symp- 
toms also  occurs. 

Equally  important,  Valium  is  generally  well  tolerated. 
Side  reactions  more  serious  than  drowsiness,  ataxia  and 
fatigue  are  rare.  Patients  should,  of  course,  be  cautioned 
against  driving  or  drinking  alcohol  while  on  Valium  therapy. 
Periodic  reassessment  of  the  need  for  antianxiety  medica- 
tion should  also  be  performed. 

Vauum 

diazepam/Roche 


VALIUM  (diazepam/Roche) 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety.  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  ad- 
lunctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syndrome;  con- 
vulsive disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use.  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies.  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma;  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures.  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants. Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  di'scon|inuation,  usually  limited  to  extended  use 
and  excessivfe  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use,  generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines,  nar- 
cotics, barbiturates,  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action.  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation. 

The  clearance  of  Valium  and  certain  other  benzodiaz- 
epines can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration.  The  clinical  significance 
of  this  is  unclear 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  b i d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in 
first  24  hours,  then  5 mg  t.i.d.  or  q i d.  as  needed, 
adiunctively  in  skeletal  muscle  spasm.  2 to  10  mg  t.i.d. 
or  q.i  d.;  adjunctively  in  convulsive  disorders,  2 to  10  mg 
b i d to  q i d Geriatric  or  debilitated  patients:  2 to  2'/2 
mg,  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated.  (See  Precautions.)  Children:  1 to  2'/2  mg  t.i.d. 
or  q.i.d.  initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months). 

How  Supplied:  For  oral  administration.  Valium  scored 
tablets— 2 mg,  white;  5 mg,  yellow;  10  mg,  blue — 
bottles  of  100*  and  500;*  Prescription  Paks  of  50, 
available  in  trays  of  10.*  Tel-E-Dose®  packages  of  100, 
available  in  trays  of  4 reverse-numbered  boxes  of  25, t 
and  in  boxes  containing  10  strips  of  10.t 
♦Supplied  by  Roche  Products  Inc.,  Manali,  Puerto 
Rico  00701 

tSupplied  by  Roche  Laboratories.  Division  of 
Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110 
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Family  Physician 

Family  Physician  to  join  three  Board  Certified 
Family  Physicians  in  a young  and  growing 
medical  practice  in  Central  Minnesota.  The 
practice  is  orientated  toward  Family  Practice 
Medicine  and  located  centrally  in  the  state  with 
quick  access  to  the  Minneapolis-St.  Paul  area. 
Both  practices  are  a short  distance  from  the  St. 
Cloud  area,  and  our  physicians  use  the  St. 
Cloud  Hospital  for  hospitalization  of  their  pa- 
tients. Cultural  and  recreational  activities  are 
abundant  in  this  area  of  Minnesota.  The  salary 
and  fringe  benefits  are  open  and  negotiable. 
If  interested,  please  contact  Thomas  J.  Newton, 
M.D.,  Medical  Director,  or  contact  Daryl  G.  Ma- 
thews, Administrator,  at  either  the  St.  Joseph 
or  the  Cold  Spring  Medical  Clinics,  26  North 
Red  River  Avenue,  COLD  SPRING,  MINNESOTA, 
56320,  or  call  collect  (612)  685-8641  or  (612) 
363-7765  in  ST.  JOSEPH,  MINNESOTA. 


FAMILY  PRACTICE  PHYSICIAN 
OR 

PRIMARY  CARE  ORIENTED  INTERNIST 

To  join  two  family  practice  physicians  and  a 
Board  certified  surgeon  in  a group  practice. 
Located  in  a community  of  2,500  in  Southwest 
Minnesota.  This  medical  clinic  is  supported 
by  a modern  30  bed  acute  care  hospital  and 
1 38  bed  skilled  long  term  care  facility.  Guar- 
anteed first  year  income,  will  pay  travel  ex- 
penses for  interview.  Interested  physicians 
send  curriculum  vitae  to: 

William  Wilson,  Administrator 
Springfield  Community  Hospital 
P.O.  Box  146 

Springfield,  Minnesota  56087 
or  call  collect  (507)  723-4215  for  more  information. 
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Keeping  your  patients 
healthy  is  important! 
So  is  maintaining  your 
cash  flow.  We  can  help. 


You  can  get  fast  service  if 
you  submit  your  Blue  Shield 
claims  promptly.  It  will  not 
only  keep  your  accounts 
current,  the  cash  flow 
situation  in  your  office  will  be 
a lot  healthier. 
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Clinicopathological  Conference 


Eighty-One  Year  Old  Woman  With  Abdominal 
Pain,  Diarrhea  And  Vomiting  After  Antibiotic 
Therapy 


M.  W.  Thomas,  M.D.* 

R.  R.  Raszkowski,  M.D.** 

M.  J.  Jaqua,  Ph.D.*** 

Discussers 

J.  F.  Barlow,  M.D.**** 
Editor 


Case  #MS884-681-8 

This  81-year-old  lady  was  admitted  to  Sioux  Valley  Hospital 
with  a history  of  several  days  of  abdominal  pain,  diarrhea,  and 
vomiting. 

She  was  in  good  health  until  6 weeks  prior  to  admission  when 
she  was  admitted  to  a hospital  in  Eastern  South  Dakota  because 
of  pain  and  swelling  of  the  right  knee  for  which  she  had  had  a 
joint  replacement  several  years  previously.  An  arthrocentesis  re- 
vealed Staphylococcus  aureus  on  culture.  She  was  treated  with 
intravenous  oxacillin  for  2'A  weeks.  She  was  then  switched  to 
oral  medication  which  was  changed  to  cephalothin  and  cloxacillin 


* Resident  in  Internal  Medicine,  USD  Affiliated  Hospitals. 

**  Specialist  in  Gastroenterology,  Sioux  Valley  Hospital,  Sioux 
Falls,  SD.  Associate  Professor  and  Chief,  Section  of  Gastro- 
enterology, Department  of  Internal  Medicine,  School  of 
Medicine,  University  of  South  Dakota. 

***  Director  of  Virology  Laboratory,  University  of  South  Dakota 
and  Microbiologist,  Veterans  Administration  Hospital,  Sioux 
Falls,  SD. 

****  Pathologist.  Laboratory  of  Clinical  Medicine  and  Sioux  Valley 
Hosptial;  Professor  of  Pathology,  School  of  Medicine,  Uni- 
versity of  South  Dakota,  Sioux  Falls,  SD. 


because  of  problems  w ith  tolerance,  and  finally  to  cefoxidil.  The 
patient  improved  until  2-3  days  prior  to  admission  to  this  hospital 
when  she  developed  fever,  nausea,  diarrhea  and  myalgia.  The 
stools  were  loose,  green  to  brown  and  occasionally  liquid  without 
blood.  One  day  prior  to  admission,  there  was  an  increase  in  mild 
diffuse  abdominal  pain  associated  with  tenderness.  A white  count 
before  transfer  was  40,000/mm3  (40  X 109L).  There  was  no  sig- 
nificant past  history.  Antibiotics  were  cancelled  the  day  prior  to 
transfer. 

PHYSICAL  EXAMINATION:  An  elderly  woman  in  moderate 
stress  because  of  abdominal  pain.  Pulse  120/min.  and  regular; 
respirations  20/min.  and  regular;  temperature  101°F  oral;  blood 
pressure  124  systolic  and  70  diastolic.  Examination  of  the  head 
and  neck  was  unremarkable.  The  lungs  were  clear  to  auscultation 
and  percussion.  The  heart  was  not  enlarged.  There  was  regular 
rhythm  with  an  occasional  extrasystole,  but  no  murmurs.  S4  was 
present.  Examination  of  the  abdomen  revealed  a surgical  scar  in 
the  lower  midline  of  the  abdomen  from  a previous  hysterectomy. 
The  abdomen  was  markedly  tender,  especially  in  the  right  upper 
quadrant.  There  was  no  rebound  tenderness  or  cough  tenderness. 
There  was  moderate  guarding.  No  masses  or  organs  were  palpable. 
Examination  of  the  extremities  and  neurological  examination  were 
within  normal  limits.  A rectal  examination  revealed  diffuse  tend- 
erness. 
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LABORATORY  DATA:  Hemoglobin  10.2  gm/dl,  hematocrit  31 
vol/dl;  with  normal  red  cell  indices.  Total  leukocyte  count  16,100/ 
mm3  (16  X 109/L)  with  40%  segmented  neutrophils,  51%  neu- 
trophilic bands,  1%  metamyelocytes  and  8%  lymphocytes.  There 
was  toxic  granulation  of  the  polymorphonuclear  leukocytes.  A 
platelet  count  was  172,000/mm3  (172  X 109/L).  Multiple  stool 
guaiac  determinations  revealed  no  blood.  Multiple  stool  cultures 
revealed  no  Salmonella,  Shigella,  or  Campylobacter.  Stools  for 
ova  and  parasites  were  negative.  Lactic  dehydrogenase  (LDH), 
alkaline  phosphatase,  aspartate  aminotransferase  (AST),  total 
bilirubin,  creatinine,  phosphorus,  and  uric  acid  were  within  normal 
limits;  total  protein  3.7  gm/dl,  calcium  7.0  mg/dl.  Partial  throm- 
boplastin time  and  prothrombin  time  were  within  normal  limits. 
Electrolytes  were  within  normal  limits  except  for  a potassium  of 
2.6  meg/L.  A serum  ammonia  was  within  normal  limits.  Blood 
cultures  revealed  no  growth.  An  electrocardiogram  showed  non- 
specific T wave  abnormalities., A chest  film  showed  some  segmental 
atelectasis  at  the  left  base.  A flat  plate  of  the  abdomen  showed 
moderate  gas  distention  and  several  loops  of  bowel  with  fluid 
levels  suggesting  partial  obstruction  of  the  colon  and  there  was 
a question  of  an  abscess  or  mass  in  the  pelvis.  A proctoscopic 
examination  showed  irregular  yellowish  plaques  and  exudate 
scattered  throughout  the  colon. 

DR.  THOMAS:  This  elderly  woman  presented  with 
a two  to  three  day  history  of  abdominal  pain,  fever, 
nausea,  myalgia  and  diarrhea  after  a five  to  six  week 
history  of  antibiotic  treatment  for  a septic  arthritis 
of  staphylococcal  origin.  The  patient  was  quite  ill 
with  an  increased  temperature,  tachycardia,  diffuse 
abdominal  tenderness  and  moderate  guarding.  Lab- 
oratory studies  revealed  a mild,  normochromic, 
normocytic  anemia  with  a markedly  increased  leu- 
kocyte count  and  an  increased  percentage  of  leu- 
kocyte precursors.  Hypoproteinemia  was  also  noted. 

These  features  limit  the  differential  diagnosis  to 
one  of  inflammatory  bowel  diseases  or  infectious 
bowel  diseases.  These  would  include  ulcerative  col- 
itis, Crohn’s  disease  and  the  infectious  causes  of 
diarrhea,  i.e.,  Staphylococcus  aureus,  Clostridium 
perfringens,  Clostridium  difficile.  Salmonella,  Shi- 
gella, Amebae,  Campylobacter  jejuni.  Yersinia  en- 
terocolitica,  Strongyloides  stercorales,  Escherichia 
coli.  Bacillus  cereus,  Aeromonas  hydrophilia,  var- 
ious vibrio  species  as  well  as  viral  and  fungal  or- 
ganisms. 

Certainly,  in  severe  ulcerative  colitis  or  Crohn’s 
colitis,  patients  can  present  with  severe  prostration, 
profuse  bloody  diarrhea,  fever  and  tachycardia  ac- 
companied by  an  elevated  leukocyte  count,  anemia 
and  hypoproteinemia.  However,  the  proctoscopic 
appearance  of  the  bowel  in  this  patient,  compared 
with  that  of  ulcerative  colitis  or  Crohn’s  disease, 
virtually  eliminates  these  two  possibilities. 

We  may  eliminate  a viral  etiology  because  of  the 
intensity  of  symptoms,  leukocytosis,  and  anemia. 
Fungal  infections  causing  diarrhea  include  candi- 
diasis due  to  Candida  albicans,  paracoccidioido- 
mycosis due  to  Paracoccidioides  brasiliensis  and 
histoplasmosis  due  to  Histoplasma  capsulatum. 
Candidiasis  often  follows  prolonged  antibiotic 
treatment,  usually  in  debilitated  patients.  Such  pa- 


tients often  have  associated  mucous  membrane  in- 
volvement and  do  not  have  the  associated 
leukocytosis  or  an  intense  onset  of  symptoms.  Par- 
acoccidioidomycosis is  confined  to  South  America 
and  usually  has  widespread  organ  involvement.  In- 
testinal histoplasmosis  does  occur  in  the  United 
States  and  symptoms  may  include  nausea,  vomiting, 
diarrhea,  abdominal  colic,  anorexia  and  weight  loss. 
The  liver  and  spleen  are  usually  enlarged,  lymph- 
adenopathy  is  often  present,  and  leukopenia  is  the 
rule.1 

Bacterial  infections  causing  diarrhea  include  a 
number  of  organisms  causing  much  the  same  symp- 
tomatology as  in  this  patient.  The  acute  onset  of 
crampy  abdominal  pain  and  fever  followed  by 
bloody  stools  is  seen  in  enteric  infections  due  to 
Shigella,  entropathogenic  Escherichia  coli,  and  Sal- 
monella. Gram  stain  of  the  stool  often  reveals  po- 
lymorphonuclear leukocytes  and  the  mucosal 
appearance  at  sigmoidoscopy  resembles  that  found 
in  ulcerative  colitis.  Campylobacter  enteritis  may 
be  the  most  common  cause  of  acute  intestinal  bac- 
terial diarrhea  today.2  The  patient  has  an  onset  of 
profuse  foul  smelling  stools  one  to  two  days  after 
the  onset  of  crampy  abdominal  pain  and  fever.  The 
disease  is  usually  self-limited  and  gram  stain  of  the 
stool  reveals  polymorphonuclear  leukocytes.  Bacillus 
cereus  has  been  known  to  cause  profuse  diarrhea, 
abdominal  pain  and  rectal  tenesmus  after  the  inges- 
tion of  a large  number  of  organisms.  However,  the 
illness  resolves  in  twelve  hours  and  no  treatment  is 
needed.3  Clostridium  perfringens  can  cause  a similar 
disease.  Type  C-Clostridium  perfringens  has  been 
known,  at  least  in  Germany  and  the  New  Guinea 
highlands,  to  cause  a fatal  enteritis  from  ingesting 
partially  cooked  meat.  Strongyloidiasis  may  resem- 
ble acute  tropical  sprue  with  severe  bloody  diarrhea 
and  steatorrhea  but  usually  occurs  in  moist  warm 
climates.  Vibrio  species  cause  the  acute  onset  of 
profuse  watery  diarrhea  progressing  to  the  classical 
“rice  water  stools”.  Fever,  chills  and  sweats  are  not 
common  and  a hanging  drop  preparation  of  the  stool 
reveals  the  scintillating  organism.  Amebiasis,  usually 
found  in  areas  with  suboptimal  sanitation,  may  cause 
acute  or  chronic  diarrhea  with  associated  abdominal 
symptoms.  Microscopic  examination  of  fresh  warm 
diarrheal  stools  and  sigmoidoscopic  examination 
should  yield  the  diagnosis  in  these  patients.  Aero- 
monas organisms  have  been  reported  in  India  to 
cause  a rare  form  of  enteritis  associated  with  sep- 
ticemia.4 Yersinia  enterocolitica  is  increasingly  rec- 
ognized as  a cause  of  a syndrome  with  fever,  non- 
bloody  diarrhea  and  abdominal  pain  which  may  be 
accompanied  by  arthritis  and/or  erythema  nodosum. 
This  organism  can  be  mistaken  in  the  laboratory 
for  Escherichia  coli.2 


6 


SOUTH  DAKOTA 


We  are  told  that  multiple  stool  cultures  for  Sa- 
monella.  Shigella  and  Campylobacter  were  negative 
as  were  stools  for  ova  and  parasites.  We  may  also 
eliminate  viral,  fungal  or  parsitic  infections  for  the 
reasons  given  above.  The  other  bacterially  mediated 
causes  discussed  above  may  be  eliminated  either 
because  of  their  self-limited  course  or  their  usual 
divergent  case  histories  and  findings  as  compared 
to  this  patient.  Stool  cultures  would  be  expected  to 
rule  out  most  of  these  organisms.  However,  Yersinia 
enterocolitica  might  be  missed  by  the  laboratory. 
This  leaves  two  entities  remaining  to  be  discussed, 
that  of  Staphylococcal  enterocolitis  and  Clostridium 
difficile  colitis. 

Staphylococcal  entercolitis  is  the  result  of  a 
marked  overgrowth  of  staphylococcal  organisms 
often  following  the  use  of  antibiotics.  The  disease 
is  characterized  by  profuse  diarrhea,  not  infrequently 
bloody,  fever,  along  with  varying  degrees  of  pros- 
tration. Secondary  abscesses  often  occur.  Detection 
is  usually  possible  by  an  examination  of  a gram 
stain  of  stool  which  should  show  clusters  of  gram 
positive  cocci.  Cultures  should  yield  coagulase-pos- 
itive  Staphylococcus  aureus.  Sigmoidoscopy  may 
show  yellowish-white  plaques  or  pseudomem- 
branes.5 

Until  recently,  it  was  believed  by  some,  that  pseu- 
domembranous colitis  was  the  result  of  staphylo- 
coccal overgrowth  in  the  bowel.  Recently,  however, 
it  has  been  shown  that  Colstridium  difficile  is  the 
cause  in  almost  all  cases  of  pseudomembranous  co- 
litis*. and,  more  recently,  of  many  cases  of  antibiotic 
induced  diarrhea  without  pseudomembranes.  The 
syndrome  usually,  but  not  always,  follows  the  use 
of  antibiotics  in  varying  doses  and  time  frames.  The 
symptoms  are  variable,  but  may  be  quite  intense 
with  severe  diarrhea,  which  occasionally  is  bloody, 
prostration,  fever,  leukocytosis,  and  hypoalbumin- 
emia.  In  the  past  the  disease  was  frequently  debi- 
litating and  too  often  fatal.5-6  Sigmoidoscopy  may 
reveal  only  hyperemic  mucosa  or  in  more  severe 
cases,  yellowish-grey  plaques  that  may  coalesce  to 
form  a pseudomembrane  overlying  the  mucosa.  If 
the  pseudomembrane  is  removed,  a mucosa  with 
punctate  areas  of  hemorrhage  is  present.  The  pseu- 
domembrane is  composed  of  mucin,  fibrin,  poly- 
morphonuclear leukocytes  and  sloughed  epithelial 
cells.  In  this  disease  the  organism,  Clostridium  dif- 
ficile, produces  a toxin  that  is  the  cause  of  the  symp- 
toms and  the  pathologic  changes.  This  toxin  may 
be  detected  by  its  cytotoxic  effects  upon  cell  cultures 
and  is  inactivated  by  Clostridium  sordelli  antitoxin. 
The  toxin  produces  actinomorphic  changes  as  seen 

*Synonymous  terms  which  currently  appear  in  the  literature  in- 
clude: antibiotic  induced  colitis,  antibiotic  associated  colitis, 
and  Clostridium  difficile  colitis. 


by  light  microscopy.6 

Although  estimates  of  frequency  vary,  in  one  study 
20%  of  patients  taking  an  antibiotic  developed  fre- 
quent loose  stools,7  and  in  approximately  25%  of 
such  patients,  Clostridium  difficile  toxin  can  be  de- 
tected.6 However,  not  all  of  these  patients  go  on  to 
develop  serious  disease  but  the  toxin  if  found  in 
nearly  all  patients  who  eventually  develop  the 
changes  of  pseudomembranous  colitis.6  Only  about 
1 % of  cases  of  antibiotic  associated  colitis  have  been 
found  to  be  caused  by  staphylococcal  organisms. 
Almost  all  antibiotics  with  the  exception  of  van- 
comycin and  possibly  metronidazole  have  been  im- 
plicated.5 The  most  common  antibiotics  implicated 
are  ampicillin,  clindamycin,  and  the  cephalosporins. 

In  the  protocol  we  are  not  told  if  a gram  stain  of 
the  stool  was  done.  However,  we  may  possibly  as- 
sume that  staphylococcal  organisms  would  have 
been  cultured  if  the  etiology  was  staphylococcal.  The 
patient  was  also  being  treated  for  another  staphy- 
lococcal infection  with  beta-lactamase  resistant  an- 
tibiotics. For  these  reasons,  we  can  eliminate  a 
staphylococcal  etiology  and  assume  that  Clostridium 
difficile  is  the  specific  etiologic  agent  producing  this 
patient’s  symptoms.  We  are  not  told  if  a stool  for 
cytotoxicity  was  obtained. 

The  patient’s  anemia  may  be  explained  on  the 
basis  of  a long  term  illness  connected  with  her  ar- 
thritis and  treatment.  The  question  of  abscess  or 
mass  in  the  pelvis  by  x-ray  might  be  explained  by 
colonic  dilatation  or  megacolon,  which  may  be  as- 
sociated with  pseudomembranous  colitis. 

Dr.  Thomas’  Diagnosis: 
Pseudomembranous  Colitis 
Due  To  Antibiotic  Use 

DR.  RASZKOWSKI:  I believe  that  Dr.  Thomas  has 
approached  the  differential  diagnosis  in  this  patient 
logically,  and  has  come  to  an  appropriate  conclusion. 
To  test  the  hypothesis  that  the  correct  diagnosis  is 
antibiotic  induced  pseudomembranous  colitis,  we 
may  ask  ourselves  a series  of  questions. 

Is  the  clinical  presentation  compatible  with  the  di- 
agnosis? 

The  clinical  features  of  pseudomembranous  colitis 
are  diarrhea,  cramping  abdominal  pain,  and  fever. 
All  three  are  present  in  this  case.  Typically,  the  diar- 
rhea begins  two  to  ten  days  after  an  antibiotic  is 
begun,  but  it  may  not  begin  for  several  weeks  after 
the  antibiotic  is  discontinued.  The  diarrhea  may  be 
moderate  to  profuse  in  quantity  and  is  usually  non- 
bloody  in  nature.8 

The  typical  hematologic  findings  are  leukocytosis, 
hypokalemia,  and  hypoalbuminemia.9  Leukocytosis 
and  hypokalemia  are  present  and  there  is  depression 
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of  the  total  serum  protein.  We  are  not  told  if  this 
is  secondary  to  a depressed  albumin,  a depressed 
globulin,  or  both.  Perhaps  this  depression  is  mul- 
tifactorial, but  in  the  current  clinical  setting,  one 
would  suspect  that  at  least  a portion  of  the  protein 
depression  is  secondary  to  loss  into  the  gastroin- 
testinal lumen. 

Are  one  or  more  of  the  antibiotics  capable  of  pro- 
ducing pseudomembranous  colitis? 

The  answer  to  this  question  is  yes.  Any  patient 
who  develops  similar  symptoms  to  those  described 
in  this  patient,  and  is  currently  taking  or  has  been 
taking  antibiotics  within  the  past  several  weeks,  is 
suspect.  With  few  exceptions,  almost  any  antibiotic 
can  cause  pseudomembranous  colitis.8  These  ex- 
ceptions are  the  antibiotics  which  limit  the  growth 
of  Clostridia  difficile,  namely  vancomycin  and  met- 
roindazole.  I believe  that  it  is  important  to  point 
out  that  the  antibiotics  responsible  for  this  disease 
have  changed  with  time.  This  change,  however,  is 
not  because  of  a changing  resistance  of  the  clostridial 
organisms,  but  rather  reflects  changes  in  antibiotic 
usage.  In  the  1950s  and  60s  there  were  sporadic  case 
reports  of  pseudomembranous  colitis  and  most  often 
these  were  associated  with  chloramphenicol  or  tet- 
racycline. With  the  introduction  of  lincomycin  and 
clindamycin,  in  the  late  1960s  and  1970s,  the  num- 
ber of  reported  cases  rapidly  expanded.  With  the 
recognititon  of  the  association  of  these  two  anti- 
biotics with  pseudomembranous  colitis,  prescribing 
patterns  changed  so  that  now  ampicillin  and  ceph- 
alosporins, in  addition  to  clindamycin,  are  the  most 
common  offenders.  It  is  of  interest  to  me  to  note 
that  the  newly  developed  special  culture  media  for 
C.  difficile  (CCFA  = cycloscerine-cefoxitin-fructose 
agar)  contains  cefoxitin,10  a drug  closely  related  to 
the  cephalosporins. 

Has  the  diagnosis  been  firmly  established  in  this 

case? 

The  answer  is  no.  Until  recently,  the  most  specific 
test  for  pseudomembranous  colitis  was  the  visual- 
ization of  typical  pseudomembranes  at  sigmoidos- 
copy and  the  histologic  confirmation  of  a 
characteristic  pseudomembrane.  Now  stool  can  be 
tested  for  the  specific  toxin  produced  by  Clostridia 
difficile.  The  presence  of  this  specific  toxin  confirms 
the  diagnosis.  The  test  is  available  in  South  Dakota 
through  a cooperative  agreement  between  the  Sioux 
Falls  Veterans  Administration  Hospital  and  the 
University  of  South  Dakota  School  of  Medicine. 
This  agreement  has  created  the  Virology  Laboratory 
in  Sioux  Falls  under  the  direction  of  Dr.  Mary  Jo 
Jaqua. 

The  diagnosis  could  be  strongly  suspected  by  ob- 


taining a gram  stain  of  the  stool.  As  mentioned  ear- 
lier by  Dr.  Thomas,  this  would  also  help  to  eliminate 
the  possibility  of  staphylococcal  enterocolitis.  The 
findings  of  gram  positive  rods  with  subterminal 
spores  would  suggest  that  presence  of  a clostridial 
organism. 

Why  should  a stool  toxin  for  Clostridia  difficile  be 
obtained? 

Sigmoidoscopic  examination  may  not  always  re- 
veal the  typical  pseudomembranes  of  antibiotic  in- 
duced colitis.  In  several  recent  studies  the 
sigmoidoscopic  examination  failed  to  reveal  the 
typical  pseudomembranous  lesions  in  a high  per- 
centage of  cases.9111213  Colonoscopy  revealed  that 
pseudomembranes  may  exist  above  the  level  of  the 
sigmoidoscope1213  but  this  procedure  is  not  rec- 
ommended because  of  the  potential  risk  of  perfo- 
ration in  these  patients.9  A barium  enema  should 
probably  not  be  obtained,  as  the  most  typical  feature, 
thumbprinting,  is:  only  infrequently  present,  non- 
specific and  this  examination  may  exacerbate  the 
patient's  symptoms.1314 

When  the  diagnosis  is  suspected/established,  what 
is  the  appropriate  therapy? 

The  current  treatment  of  choice,  based  on  the 
number  of  cases  treated,  is  oral  vancomycin.  An 
alternative  choice,  based  on  cost,  availability,  and 
to  a lesser  extent  taste,  is  metronidazole,8  although 
this  is  not  an  approved  usage  for  metronidazole  by 
the  Federal  Drug  Administration.  I would  like  to 
emphasize  that  the  oral  route  of  administration  is 
critical,  as  the  parenteral  route  of  administration 
achieves  only  very  low  antibiotic  levels  in  the  bowel 
lumen.  Treatment  is  not  universally  successful,  with 
recurrences  reported  in  up  to  20%  of  treated  pa- 
tients.81516 The  reasons  for  this  are  at  least  two-fold. 
First,  the  organism  is  capable  of  forming  spores  and 
thereby  surviving  during  antibiotic  treatment.  Also, 
there  may  be  reinfection  as  the  organism  may  be 
acquired  from  others  or  from  inanimate  objects.815 
This  probably  accounts  for  hospital  outbreaks  and 
has  implications  in  our  management  of  such  pa- 
tients. Good  handwashing  techniques  and  enteric 
precautions  are  mandatory. 

Before  the  etiology  of  antibiotic  induced  colitis 
was  known,  empiric  treatments  came  into  vogue. 
This  should  now  be  abandoned.  Although  resins, 
such  as  cholestyramine,  were  sometimes  therapeu- 
tically effective  because  they  bind  the  toxin;  they 
should  probably  not  be  used,  especially  in  con- 
junction with  antibiotics  such  as  vancomycin,  as  the 
antibiotic  is  bound  to  the  resin.17  Steroids  offer  no 
documented  benefit  and  antidiarrheal  agents  should 
be  avoided  as  they  prolong  the  time  of  contact  of 
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the  toxin  with  the  bowel  wall.  In  addition,  they  may 
predispose  the  patient  to  a toxic  megacolon. 818-2920 

Why,  within  the  last  five  years,  have  we  learned  so 
much  about  antibiotic  induced  colitis? 

Too  often,  we  as  clinicians,  criticize  basic  research. 
Yet,  it  was  the  discovery  of  an  animal  model,  which 
helped  elucidate  both  the  etiology  of  and  the  treat- 
ment for  antibiotic  induced  colitis.  The  Syrian 
hampster  was  shown  to  be  very  sensitive  to  clin- 
damycin and  to  develop  a lethal  enterocolitis  when 
given  doses  of  this  antibiotic  equivalent  to  those 
used  in  man.  An  aliquot  of  stool  from  an  infected 
animal  could  be  transferred  to  the  bowel  of  an  un- 
infected animal  and  the  disease  reproduced.  Al- 
though radioactively  labeled  antibiotic  was 
eventually  lost  in  such  transfers,  the  ability  to  re- 
produce the  disease  process  was  not,  and  thus,  a 
direct  toxic  effect  of  the  antibiotic  was  eliminated. 
Ultrafiltration  of  stool  revealed  that  the  agent  which 
was  responsible  for  the  disease  was  not  of  the  ap- 
propriate size  to  be  either  of  bacterial  or  viral  origin, 
but  was  of  the  appropriate  size  to  be  a toxin.  Pre- 
treatment of  hampsters  with  gas  gangrene  antitoxin 
or  later  with  vancomycin,  prevented  the  disease. 
Based  on  this  information,  stool  cultures  eventually 
identified  Clostridia  difficile  as  the  organism  which 
produced  the  cytotoxin  responsible  for  the  entero- 
colitis. Finally,  the  disease  could  be  reproduced  in 
the  hampster  using  stools  from  patients  with  acute 
antibiotic  induced  colitis.  Thus,  a disease  in  which 
neither  the  etiology  nor  the  treatment  were  known, 
was  established  through  an  animal  model  and  basic 
research. 

In  summary.  Dr.  Thomas  and  I believe  the  di- 
agnosis in  this  case  to  be  pseudomembranous  colitis, 
induced  by  antibiotic  usage.  The  diagnosis  could 
most  easily  be  confirmed  by  a cytotoxicity  test  done 
on  a stool  specimen. 

Dr.  Raszkowski's  Diagnosis: 

Antibiotic  Induced 
Pseudomembranous  Colitis 

DR.  BARLOW:  As  you  have  guessed  from  this  very 
complete  but  concise  discussion,  the  significant  result 
of  the  positive  cytotoxicity  test  in  the  stool  for  Clos- 
tridium difficile  was  not  included.  As  has  been 
pointed  out  by  Dr.  Raszkowski,  this  test  is  absolutely 
necessary  for  confirmation  of  the  diagnosis  of  an- 
tibiotic-associated diarrhea  caused  by  Clostridium 
difficile.  Neither  is  pseudomembranous  colitis  in  it- 
self specific  nor  are  pseudomembranes  necessarily 
present  in  all  cases  of  antibiotic  associated  diarrhea 
due  to  Clostidium  difficile  cytotoxin.  We  are  indeed 
fortunate  to  have  tissue  culture  work  available 


through  viral  diagnositc  laboratory  so  that  this  de- 
finitive cytotoxicity  testing  of  stool  can  be  per- 
formed. I would  like  to  ask  Dr.  Mary  Jo  Jaqua  to 
discuss  how  the  test  is  performed  and  what  specimen 
is  required. 

DR.  JAQUA:  The  causative  relationship  between 
Clostridium  difficile  toxin  and  antibiotic  associated 
diarrhea  has  been  confirmed  over  recent  years.  It 
was,  thus,  our  responsibility  to  provide  the  most 
rapid  and  sensitive  method  of  detection  of  this  strict 
anaerobe  or  its  toxin.  Because  culture  requires  spe- 
cial media,  requires  several  days  for  final  identifi- 
cation and  detects  Clostridium  difficile  in  3%  of 
healthy  adults,  we  elected  to  test  for  the  presence 
of  specific  Clostridium  difficile  toxin.  Cytotoxicity 
testing  using  tissue  culture  techniques  was  readily 
available  within  the  previously  established  scope  of 
the  USD  Diagnositc  Virology  Laboratory. 

The  specimen  required  for  testing  is  a fecal  sample 
shipped  with  an  “ice  pack”  if  transit  will  exceed 
several  hours.  The  toxin  is  somewhat  labile  in  heat. 
Upon  receipt,  we  extract  the  toxin  by  a simple  cen- 
trifugation and  filtration  technique.  The  extract  is 
titrated  and  an  aliquot  of  extract  and  dilution  are 
then  neutralized  with  specific  Clostridium  difficile 
antitoxin.  Both  neutralized  and  unneutralized  sam- 
ples are  inoculated  into  tissue  culture  cell  lines  and 
examined  at  24  hours  for  cytotoxic  effect  which  is 
manifested  by  rounding  and  clumping  of  cells.  In 
the  cultures  with  neutralized  sample,  the  cells  will 
be  normal  demonstrating  that  the  cytotoxic  effect 
was  in  fact  due  to  Clostridium  difficile  toxin.  The 
neutralization  step  assures  the  specificity  of  the  test. 

The  USD  Virology  Laboratory  has  now  performed 
over  1 00  Clostridium  difficile  cytotoxicity  tests  with 
a positive  rate  of  25%. 

DR.  BARLOW:  I would  like  to  demonstrate  the 
characteristic  pathology  of  this  disease  from  a biopsy 
that  Dr.  Raszkowski  performed  on  another  patient. 

I emphasize  that  tissue  diagnosis  is  neither  specific 
nor  necessary  in  this  entity  as  the  cytotoxicity  test 
accompanied  by  a clinical  history  with  or  without 
a characteristic  endoscopy  appearance  is  all  that  is 
required  for  diagnosis. 

The  characteristic  pseudomembrane  is  composed 
of  a firinopurulent  collection  of  material  on  the  sur- 
face of  the  colonic  mucosa.  The  mucosal  lining  is 
altered  but  is  not  necrotic  or  ulcerated  by  the  process 
(Figure  1). 

I might  re-emphasize  a few  points  made  by  the 
speakers.  First,  the  stool  cytotoxicity  test  is  the  most 
definitive  test  and  results  can  be  available  within 
24  hours.  The  cytotoxin  is  not  present  in  the  stool 
of  healthy  individuals,  but  is  present  in  from  97% 
to  100%  of  patients  with  typical  antibiotic-induced 
pseudomembranous  colitis  and  is  present  in  up  to 
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27%  of  cases  of  antibiotic-induced  colitis,  not  show- 
ing typical  pseudomembranes.  The  toxin  can  be 
found  in  the  stool  of  patients  who  have  ulcerative 
colitis  or  Crohn’s  disease  of  the  colon.  The  signif- 
icance of  this  finding  is  unknown. 

Secondly,  although  Clostridium  difficile  can  be 
cultured  on  special  agar  containing  cefoxitin,  cyclo- 
serine, fructose  and  egg  yolk,  Clostridium  difficile 
may  not  appear  on  this  medium  for  several  days. 
What  is  more  up  to  3%  of  healthy  individuals  may 
reveal  this  organism  in  the  stool.  Therefore,  although 
Clostridium  difficile  is  the  causative  organism,  its 
isolation  is  neither  as  specific  nor  as  rapid  as  the 
cytotoxicity  test  in  making  an  appropriate  diagnosis 
of  antibiotic-induced  diarrhea. 

Lastly,  I would  like  to  note  that  Fekety  has  clearly 
shown  that  Clostridium  difficile  can  be  isolated  from 
items  in  the  environment  near  patients  who  have 
had  Clostridium  difficile  induced  diarrhea.  Out- 
breaks within  hospitals  certainly  have  occurred.  Any 
patient  in  whom  antibiotic-associated  diarrhea  due 
to  this  organism  has  been  diagnosed,  should  be 
placed  on  enteric  precautions  to  prevent  spread 
within  the  hospital. 


Figure  1 

Photomicrograph  of  colonic  biopsy.  The  “pseudomembrane’'  is 
seen  at  the  top  and  composed  of  fibrin,  mucus  and  segmented 
neutrophils.  The  washed  out  appearance  of  the  colonic  glands  is 
seen  beneath  the  membrane  to  right  of  center.  H & E SOX. 


* Pathologist,  Veterans  Administration  Hospital,  Sioux  Falls, 
SD.  Associate  Patholigist,  Laboratory  of  Clinical  Medicine, 
and  Associate  Professor  Pathology,  School  of  Medicine,  Uni- 
versity of  South  Dakota. 

**Emergency  Room  Physician,  Sioux  Valley  Hospital,  Sioux  Falls, 
SD. 


FINAL  ANATOMIC  DIAGNOSES 
PSEUDOMEMBRANOUS  COLITIS 
DUE  TO  ANTIBIOTIC  USE 
*DR.  JERRY  SIMMONS:  I would  like  to  mention 
that  the  cytotoxin  can  be  detected  from  stool  spec- 
imens at  autopsy,  even  after  embalming. 

DR.  BARLOW:  Yes,  indeed.  In  fact,  we  have  had 
three  fatal  cases  of  this  disease. 

**DR.  JERRY  SIELAFF:  Once  the  patient  has  been 
treated  for  antibiotic-associated  diarrhea,  can  the 
patient  be  put  on  the  same  antibiotic  again? 

DR.  RASZKOWSKI:  Yes,  I believe  he  could  if  that 
were  the  antibiotic  of  choice  in  the  particular  sit- 
uation. 

DR.  SIELAFF:  Can  antibiotic-associated  diarrhea 
occur  after  intravenous  administration? 

DR.  RASZKOWSKI:  Yes. 
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YOUR  CONTRIBUTION 
IS  NEEDED  TO  THE 
SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT  FUND 


ANNUAL  AND  BIANNUAL  LEASING  OF  ALL  MAKES  OF  AUTOMOBILES 


LEASING  IS  NOT  FOR  EVERYONE,  BUT  MEDICAL 
PEOPLE  ARE  OUR  SPECIALTY.  ALL  MAKES  OF 
AUTOS,  TRUCKS,  4 WHEELERS.  VARIOUS  PLANS 
TO  FIT  YOUR  NEEDS  OR  THE  PROFESSIONAL 
GROUPS  WITH  WHOM  YOU  ARE  ASSOCIATED. 
REFERENCES  ARE  GLADLY  FURNISHED  AND  WE 
WILL  WORK  WITH  YOUR  ACCOUNTANTS. 

3401  WEST  41  st  STREET 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 

PHONE  336-3818 

C.  H.  "Chuck"  Point,  Mgr.  Home  phone  336-3168 


South  Dakota  Society  Of 
Pathologists 


Officers  for  1982-83 

Jerry  L.  Simmons,  M.D.,  President 
Thomas  E.  Henry,  M.D.,  Vice  President 
Beth  L.  Johnson,  M.D.,  Secretary-Treasurer 


SEPTEMBER  1982 
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CAPRICE  CLASSIC  MODELS 


Sport  Coupe  (1 BN47)  4-Door  Sedan  (1 BN69) 


BLAZER 


SOLID  PAINT— ZY1 


4-Door  Station  Wagon 
(3-Seat  1 BN35/A04) 


1983 


CAMARO  MODELS 


Celebrity  4-Door  Sedan  (1AW19) 


WE  ARE  TAKING  ORDERS  NOW 
FOR  YOUR  1983  TRANSPORTATION  NEEDS 


To  Buy  or  Lease:  See  Al  Borgen 

Frank  Stinson  Chevrolet 

SIOUX  FALLS  605-336-1700  SOUTH  DAKOTA 


Speed.  Accuracy.  Performance 
That’s  what  impressed  my  boss 
about  Bell’s  Digital  Data  Network. 


We  transmit  data,  and  we’re  always 
looking  to  improve  response  time,  reduce 
errors  and  costly  downtime.  That’s  why 
we  switched  to  digital  transmission  on 
Northwestern  Bell’s  Digital  Data  Network. 
It  serves  over  350  cities  across  the  country. 

Through  Bell's  DATAPHONE® 
Digital  Service  (DDS)  we  can  transmit 
at  speeds  up  to  56,000  bits 
per  second  with  99.5% 
guaranteed  error -free 
seconds  of  transmission 
per  day.  To  one  station 
or  a hundred,  across 
town  or  across  the 
country.  And  an 
atomic  clock  keeps  all 
DDS  system  elements 
on  precise  time. 

That’s  not  all.  Bell’s 


DATAPHONE  Digital  Service  has  a 
design  objective  of  99.96%  availability 
with  a long-term  average  downtime  of 
no  more  than  3%  hours  per  circuit  year. 
Bell  can  maintain  this  high  availability 
because  the  network  has  centralized 
testing,  protective  switching,  and  back-up 
channels  located  at  Bell  Control  Centers. 

Now  all  this  sounds  great,  but  what 
does  it  mean  in  bottom  line  results? 

Well,  Bell  DATAPHONE  Digital 
Service  speeds  response,  reduces 
downtime  and  repeated  transmissions. 

And  that  means  saving  time  and 
money. 

To  find  out  more  about  Bell’s 
DATAPHONE  Digital  Service , call  your 
Northwestern  Bell  Account  Executive. 


Bell 


@ 

Northwestern 
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Chapter  News 


SOUTH  DAKOTA  ACADEMY  OF 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


I \for  the  '80s 

@© 

FAMILY  PHYSICIANS 


Family  Practice  Club  Residency  Day 
May  7,  1982 


Pictured  (at  left)  is  Mr.  Pat  Patterson  of  Marion  Laboratories 
receiving  a certificate  of  appreciation  from  SDAFP  President  R. 
G.  Nemer,  M.D.  of  Gregory. 


A Residency  Day  event  sponsored  by  the  Family 
Practice  Club  of  the  South  Dakota  Academy  of 
Family  Physicians,  and  co-sponsored  by  Marion 
Laboratories,  was  held  on  Friday,  May  7,  1982. 

Special  guests  included  Mr.  Pat  Patterson,  Di- 
rector of  Professional  Relations  at  Marion  Labo- 
ratories, Kansas  City,  who  has  furnished  significant 
financial  support  for  10  years  of  Family  Practice 
Club  activities  for  USDSM  students  through  the 
South  Dakota  Academy  of  Family  Physicians.  He 
was  so  recognized  for  these  efforts  and  presented 
with  a certificate  by  SDAFP  President  Nemer.  Also 
in  attendance  from  Marion  Laboratories  was  phar- 
maceutical representative  Bill  Rush  and  his  family. 

In  his  remarks,  Mr.  Patterson  related  the  history 
of  Marion  Labs  first  venture  into  “Family  Practice 
Club”  support.  The  first  club  was  started  at  the  Uni- 
versity of  Indiana  in  1 963.  There  are  now  45  Family 
Practice  Clubs  in  medical  schools  throughout  the 
country,  showing  the  significant  support  by  Marion 
Laboratories.  Mr.  Patterson  informed  the  South 


Dakota  Academy  that  Marion  Labs  support  of 
Family  Practice  Club  activities  was  being  increased 
from  $1,000  to  $1,500  for  the  1982-83  academic 
year. 


South  Dakota  Academy  Of  Family  Physicians 
Awards  Memorial  Scholarship 


Pictured  (at  left)  is  Memorial  Scholarship  recipient  Kevin  L. 
Bjordahl,  M.D.  being  given  his  certificate  by  SDAFP  Vice  Pres- 
ident Lawrence  W.  Finney,  M.D. 


1982  USDSM  graduate  Kevin  L.  Bjordahl,  M.D. 
was  awarded  the  1982  SDAFP  Memorial  Scholar- 
ship. The  award  was  given  at  a ceremony  in  Sioux 
Falls,  the  presentation  being  made  by  SDAFP  Vice 
President  Lawrence  W.  Finney,  M.D.  of  Sioux  Falls. 

This  award  is  presented  to  a USDSM  graduate 
who  has  been  accepted  into  a family  practice  resi- 
dency, beginning  the  year  of  his  graduation.  This 
award,  a $1,000  cash  scholarship,  is  based  upon 
need  and  possibly  upon  scholarship,  but  not  nec- 
essarily upon  scholarship.  A special  SDAFP  Com- 
mittee has  developed  the  criteria  and  carries  out  the 
application  and  review  process. 

Dr.  Bjordahl  will  take  his  Family  Practice  Resi- 
dency in  the  Sioux  City,  Iowa  program  directed  by 
Dr.  Gerald  McGowan. 
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A distinguished  panel  of  authorities  confronts  the 
major  clinical  risk  factors  in  cardiovascular  disease 
management.  Filmed  case  studies  help  the  primary 
care  physician  identify  and  evaluate  the  patient’s 
“risk  profile’’  and  assess  cardiovascular  treatment. 


Self-study  Program: 

4 Credit  Hours,  Category  1 PRA/AMA 

Follow-up  clinical  monograph 
discusses  in  depth  1)  clinical 
issues  and  2)  practical  strat- 
egies. Completion  of  the 
monograph  and  accompany- 
ing quiz  reinforces  the  seminar 
material. 


The  program  includes:  two  film  segments  on 
16mm  or  %"  videocassette  (on  loan),  step-by-step 
Moderator’s  Guide,  Participant  Workbooks, 
Self-study  Program  and  publicity  kit-everything 
needed  to  present  a one-  or  two-hour  seminar  with 
minimal  preparation. 


For  further  information 

Mail  the  coupon  or  call  toll-free 
800-526-4299. 

In  New  Jersey,  call 
(201)  636-6600. 


Cardiovascular  Disease 

Risk-Reduction 

Strategies 


M.E.D.  Communications 
655  Florida  Grove  Road,  Hopelawn,  NJ  08861 
Please  send  me  full  details  on  faculty,  agenda, 
accreditation  and  booking  for  the  CME  seminar, 
Cardiovascular  Disease:  Risk-Reduction  Strategies. 


Name 

Title 

Institution 
Street 


(PLEASE  PRINT) 


Cardiovascular  Disease:  Risk-Reduction  Strategies 
was  produced  in  collaboration  with  New  York  Medical  College  by 
M.E.D.  Communications  under  a grant  from  Bristol  Laboratories, 
Division  of  Bristol-Myers  Company  ME0703  8/82 


City 


State Zip 


Telephone 

(AREA  CODE) 


AMA 


Q VI 


President's  Page 


Health  care  costs  continue  to  concern  all  of  us. 
A recent  headline  points  out  that  the  cost  of  health 
care  increased  over  1 5%  last  year,  and  now  costs  a 
family  over  $ 1 ,200  per  year.  Costs  of  insurance  have 
risen  at  nearly  the  same  rate  or  even  more  rapidly, 
pricing  some  families,  who  need  insurance  most, 
out  of  the  market.  The  result  may  be  that  some  of 
our  most  needy  patients  are  going  to  be  without 
insurance  coverage.  This  problem  is  part  of  a larger 
one.  Everyone  would  prefer  that  health  care  cost 
less,  but  everyone  wants  optimal  medical  care  for 
those  close  to  them.  How  to  resolve  this  paradox? 


Some  problems  have  no  solution,  but  there  are 
choices  to  be  made  here.  Some  of  these  choices  are 
attractive  to  politicians  but  are  not  in  the  best  interest 
of  our  patients. 

I would  like  to  ask  our  members  if  the  South 
Dakota  State  Medical  Association  could  be  of  service 
by  attempting  to  formulate  optional  ethical  and 
moral  guidelines  for  termination  of  intensive  med- 
ical care  in  the  terminally  ill  patient.  These  guidelines 
must  be  acceptable  to  all,  and  they  are  fraught  with 
problems. 

But  should  we  try? 


Durward  Lang,  M.D.,  President 
South  Dakota  State  Medical  Association 
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The  Physicians  Sleep  Glossary 

Some  common  sleep  laboratory  terms 

poly»som»no»graph.  An  instrument  which 
simultaneously  records  by  electrodes  physiologi- 
cal variables  during  sleep — for  example,  brain 
activity  (EEG),  eye  movements  (EOG),  muscle 
tonus  (EMG)  and  other  electrophysiological  varia- 
bles. These  readings  indicate  precisely  when 
patients  fall  asleep,  how  many  wake  periods  they 
experience,  the  quality  of  sleep  and  the  duration 
of  sleep. 

sleep  Ia»ten»cy.  The  period  of  time  measured 
from  “lights  out,”  or  bedtime,  to  the  commence- 
ment or  onset  of  sleep. 

wake  time  af*ter  sleep  on»set.  Intervals  of 
time  spent  awake  between  onset  of  sleep  and  the 
end  of  the  sleep  period.  The  polysomnograph  reg- 
isters the  length  and  frequency  of  the  intervals. 

to*tal  sleep  time.  The  amount  of  time  actually 
spent  in  sleeping.  This  is  estimated  by  subtract- 
ing wake  times  from  the  period  encompassed  by 
the  onset  and  the  termination  of  sleep. 1 

REM/NREM.  1 REM,  or  rapid  eye  movement, 
sleep  is  “active” — characterized  by  increased 
metabolic  rates,  elevated  temperature  and 
arousal-type  EEG  patterns.  2.  NREM,  or  non- 
rapid eye  movement,  sleep  represents  “quiet” 
sleep  stages.  There  are  four  distinct  stages  of 
NREM  sleep.2 

re«bound  in»som«nia.  A statistically  significant 
worsening  of  sleep  compared  to  baseline  on  the 
nights  immediately  following  discontinuation  of 
sleep  medication.3 
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Dalmane® 

f lurazepam  HCI/Roche 

15-mg/30-mg  capsules 


Efficacy  objectively  dem- 
onstrated in  the  sleep  lab- 
oratory— the  most  valid 
environment  for  measur- 
ing hypnotic  efficacy. 

In  numerous  sleep  laboratory 
investigations  patients  fell  asleep 
sooner,  slept  longer  and  woke  up 
less  during  the  night312  with 

Dalmane® 

flurazepam  HCI/Roche 

Compared  with  temazepam  and 
other  hypnotics,  onset  of  sleep  is 
more  rapid4  with 

Dalmane® 

Fewer  middle-of-the-night  awak- 
enings4 with 

Dalmane® 

More  total  sleep  time  on  nights 
12  to  14  of  therapy4  and  contin- 
ued efficacy  for  up  to  28  nights5 
with 

Dalmane” 

Rebound  insomnia  is  avoided 
upon  discontinuation  3-4-7  of 

Dalmane® 

Low  incidence  of  morning  “hang- 
over”14 with 

Dalmane® 

The  efficacy  of  Dalmane  has 
been  studied  in  over  200  clinical 
trials  with  more  than  10,000 
patients.315 During  long-term 
therapy,  which  is  rarely  required, 
periodic  blood,  kidney  and  liver 
function  tests  should  be  per- 
formed. Contraindicated  in 
patients  who  are  pregnant  or 
hypersensitive  to  flurazepam. 

Please  see  summary  of  product  informa- 
tion on  following  page. 
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Motrin 

ibuprofen,  Upjohn 

600 mg  Tablets 


nt  for  your  patients 


More  coi 


The  Upjohn  Company  • Kalamazoo.  Michigan  49001  USA 


© 1981The  Upphn  Company 
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Dalmane®  (£ 

(flurazepam  HCl/Roche) 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early  morning  awak- 
ening; in  patients  with  recurring  insomnia  or  poor 
sleeping  habits;  in  acute  or  chronic  medical  situa- 
tions requiring  restful  sleep.  Objective  sleep  labora- 
tory data  have  shown  effectiveness  for  at  least  28 
consecutive  nights  of  administration.  Since  insom- 
nia is  often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary  or  recom- 
mended. Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  flur- 
azepam HCI;  pregnancy.  Benzodiazepines  may 
cause  fetal  damage  when  administered  during  preg- 
nancy. Several  studies  suggest  an  increased  risk  of 
congenital  malformations  associated  with  benzodi- 
azepine use  during  the  first  trimester.  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possi- 
bility of  becoming  pregnant  exist  while  receiving 
flurazepam.  Instruct  patient  to  discontinue  drug 
prior  to  becoming  pregnant.  Consider  the  possibil- 
ity of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants. An  additive  effect  may  occur  if  alcohol  is 
consumed  the  day  following  use  for  nighttime  seda- 
tion. This  potential  may  exist  for  several  days  fol- 
lowing discontinuation.  Caution  against  hazardous 
occupations  requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Potential 
impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recom- 
mended for  use  in  persons  under  15  years  of  age. 
Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with 
gradual  tapering  of  dosage  for  those  patients  on 
medication  for  a prolonged  period  of  time.  Use 
caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated  patients,  it 
is  recommended  that  the  dosage  be  limited  to  15  mg 
to  reduce  risk  of  oversedation,  dizziness,  confu- 
sion and/or  ataxia.  Consider  potential  additive 
effects  with  other  hypnotics  or  CNS  depressants. 
Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suici- 
dal tendencies,  or  in  those  with  impaired  renal  or 
hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated 
patients.  Severe  sedation,  lethargy,  disorientation 
and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported.  Also  reported: 
headache,  heartburn,  upset  stomach,  nausea,  vom- 
iting, diarrhea,  constipation,  GI  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weakness, 
palpitations,  chest  pains,  body  and  joint  pains  and 
GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burn- 
ing eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria,  depres- 
sion, slurred  speech,  confusion,  restlessness,  hallu- 
cinations, and  elevated  SGOT,  SGPT,  total  and  direct 
bilirubins,  and  alkaline  phosphatase;  and  paradoxi- 
cal reactions,  e.g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg  may  suf- 
fice in  some  patients.  Elderly  or  debilitated 
patients:  15  mg  recommended  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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Auxiliary  News 


DOCTORS:  The  South  Dakota  State  Medical  As- 
sociation Auxiliary  anticipates  another  good  year 
for  AMA-ERF  and  the  many  other  projects  the  aux- 
iliary supports  by  actively  volunteering  many  hours 
in  our  communities  to  help  improve  quality  health 
care  and  support  the  medical  profession. 

To  start  the  year  off,  a fall  “mini”  workshop  is 
planned  at  the  Ramada  Inn,  Sioux  Falls,  Wednesday, 
September  29.  We  will  start  the  day  off  with  a board 
meeting  at  9:00  am,  followed  by  lunch  at  1 1 :00  with 
guests  Mr.  Robert  Johnson  and/or  Mr.  Kevin  Loge, 
who  will  update  the  auxilians  on  state  legislation 
and  SoDaPAC.  Following  lunch  the  workshop  will 
convene  at  1:00  pm.  Guest  speakers  include  Dr. 
David  Paulsrud,  Sioux  City,  Iowa,  who  will  speak 
on  Health  Education.  National  Auxiliary  Repre- 
sentative, Mrs.  Wm.  McPhee  (Mary  Kay),  North 
Central  Regional  Vice-President,  membership  and 
leadership  consultant  and  our  very  own  Mrs.  Bruce 
Fushbough  (Ila),  National  Committee  AMA-ERF 
member. 

So  give  your  spouse  the  day  off  so  she  can  join 
us  in  Sioux  Falls  on  the  29th  of  September. 


Mrs.  Richard  I.  Porter  (Marlys) 
South  Dakota  State  Medical  Auxiliary  President 
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Letters  To  The  Editor 

D 

This  is  a quick  note  to  thank  your  organization 
for  the  award  I received.  The  grant  is  really  helpful 
during  this  time  of  tight  finances.  I want  you  to 
know  that  being  recognized  is  an  honor  and  acts  as 
an  additional  incentive. 

Thanks  again! 

Sincerely, 
Greg  Keck 
Rapid  City,  SD 

The  concern  and  support  the  South  Dakota  State 
Medical  Association  has  shown  toward  medical  ed- 
ucation in  the  state  of  South  Dakota  is  sincerely 
appreciated.  I recently  was  granted  the  S.  D.  State 
Medical  Association  Award.  In  view  of  the  fact  that 
funding  for  medical  education  is  becoming  more 
and  more  tenative,  this  financial  assistance  is  very 
much  appreciated  and  especially  needed.  Please  ex- 
cept my  gratitude. 

Sincerely, 
Galen  N.  Vonk 


^CONSULTING 
NUTRITIONIST 


• weight  management 

• special  diets 

• nutritional 

modi fi cation 

• nutritional 

assessment 

by  appointment 
MARIAN  GETTING,  RD-CN 
2604  South  Lincoln 
Sioux  Falls,  SD  57105 
605/339-1231 


Sioux  Falls,  SD 


A SPECIAL  PRACTICE 
FOR  SPECIALISTS 


if  you’re  a General  Surgeon,  Orthopedic  Surgeon, 
Obstetrician  and  Gynecologist,  or  otolaryngologist  in 
your  final  two  years  of  residence,  the  Air  Force  may 
have  a special  practice  for  you. 

it’s  special  because  you  can  serve  up  to  the  last  two 
years  of  your  residency  as  an  Air  Force  officer. 

It's  special  because  your  pay  and  benefits  package  as 
a medical  officer  is  excellent.  Your  regular  working 
hours  will  allow  you  more  time  with  your  family,  and 
time  to  pursue  Air  Force  sponsored  advanced  educa- 
tional opportunities.  Plus,  you  will  receive  30  days  of 
vacation  with  pay  each  year. 

It’s  special  because  you  will  work  with  modern 
equipment  and  some  of  the  most  highly  trained  pro- 
fessionals in  the  world. 

To  find  out  just  how  special  your  practice  can  be,  call 
your  Air  Force  recruiter. 


Mi 


A great  way  of  life 


Contact:  Terry  Thompson 
619  W.  11th  Street 
Sioux  Falls,  South  Dakota 
57104 


Call  Collect: 
605/334-4771 
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Medicine 


South  Dakota  Physicians’  Perceptions  Of  The 
Outcome  Of  Preterm  Newborns 


Ann  L.  Wilson,  Ph.D.* 
Lawrence  R.  Wellman,  M.D.** 
Tom  Hanson*** 


ABSTRACT 

To  identify  physician  knowledge  about  the  out- 
come of  preterm  newborns  and  to  provide  an  in- 
structional program  on  this  topic,  all  general 
practitioners,  family  practitioners,  obstetricians  and 
pediatricians  in  the  state  of  South  Dakota  were  re- 
quested to  complete  a 25-item  survey.  The  survey 
included  five  general  categories  of  statements  which 
covered  mortality,  physical  morbidity,  developmental 
morbidity,  psycho-social  morbidity  and  the  general 
care  of  the  preterm  newborn.  Of  the  359  surveys 
mailed,  52%  were  returned  and  were  representative 
of  the  physician  distribution  in  the  state.  Preliminary 

In  the  last  ten  years  with  the  expansion  of  neonatal 
intensive  care,  there  has  been  a decrease  nationwide 
in  mortality  rates  for  newborn  infants.1  South  Da- 
kota statistics  reflect  this  national  trend  and  show 
a decrease  in  the  neonatal  death  rate  (<  28  days) 


* Department  of  Pediatrics  and  Adolescent  Medicine,  Uni- 
versity of  South  Dakota  School  of  Medicine,  Sioux  Falls,  SD. 

**  Department  of  Pediatrics  and  Adolescent  Medicine,  University 
of  South  Dakota  School  of  Medicine,  Sioux  Falls,  SD. 

***Augustana  College,  Sioux  Falls,  SD. 


results  indicate  that  physicians  correctly  responded 
to  81%  of  the  statements  on  mortality,  78%  on  phys- 
ical morbidity,  70%  on  developmental  morbidity, 
65%  on  psycho-social  morbidity  and  76%  on  general 
care.  Of  those  who  evaluated  the  program,  70%  noted 
that  the  information  received  will  alter  how  they 
counsel  parents  of  preterm  newborns.  The  impor- 
tance of  the  community  physician’s  knowledge  about 
neonatal  outcome  in  providing  long-term  followup 
care  for  these  infants  and  their  families  is  empha- 
sized. 


from  12.3  in  1977  to  5.7  in  1980. 2 The  improving 
survival  rate  for  preterm  infants  is  largely  responsible 
for  these  changing  statistics. 

The  birth  of  a small  preterm  infant,  however,  pre- 
sents unique  concerns  to  the  practicing  physician 
who  cares  for  these  babies  and  their  families.  Since 
community  physicians  provide  care  to  mothers  and 
well  child  follow  up  care  for  the  preterm  baby,  their 
knowledge  about  these  infants’  outcome  plays  a ma- 
jor role  in  the  counseling  they  offer  parents.  In  order 
to  identify  current  understanding  of  the  outcome  of 
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preterm  r thorns,  all  physicians  who  provide  peri- 
natal care  in  the  state  were  surveyed.  The  physicians 
were  then  offered  a self-instructional  program  pro- 
viding current  information  on  neonatal  outcome. 
Findings  from  the  survey  will  be  presented  in  this 
paper. 

Method 

A 25-item  survey  was  sent  to  all  physicians  in 
the  state  of  South  Dakota  who  provide  perinatal 
care.  The  physicians  were  requested  to  respond  to 
each  item  with  a four  point  scale:  Strongly  Agree, 
Agree,  Disagree,  Strongly  Disagree. 

Statements  on  the  survey  dealt  with  one  of  five 
categories  of  issues  relevant  to  the  outcome  of  pre- 
term infants.  These  five  categories  are:  Mortality, 
Physical  Morbidity,  Developmental  Morbidity, 
Psycho-Social  Morbidity  and  General  Care.  The 
questionnaire  also  included  four  questions  about  the 
respondents’  background.  Specifically  they  were 
asked  about  their  areas  of  specialization,  years  of 
practice,  training  in  a neonatal  unit  and  the  popu- 
lation of  the  town  where  they  practice. 

Upon  returning  the  survey  and  a postcard  indi- 
cating interest  in  completing  the  instructional  pro- 
gram, the  physician  was  sent  referenced  responses 
to  each  survey  statement  with  current  literature  ref- 
erences and  reprints  of  two  articles  relevant  to  the 
topic.3  4 If  the  physician  then  completed  an  evalu- 
ation of  the  course,  they  were  mailed  a certificate 
for  one  continuing  medical  education  credit. 

Sample 

A total  of  359  questionnaires  were  sent  to  all  gen- 
eral practitioners,  family  practitioners,  obstetricians 
and  pediatricians  in  the  state.  One  hundred  eighty- 
five  questionnaires  or  52%  of  those  mailed  were 
returned  with  a response  rate  by  specialty  of  35% 
for  general  practitioners,  50%  for  family  practition- 
ers, 7 5%  for  pediatricians  and  66%  for  obstetricians. 
The  physicians  who  responded  were  representative 
of  physician  distribution  throughout  the  state. 

Seventy-seven  physicians  completed  the  entire 
instructional  program  by  returning  the  evaluation 
form  and  receiving  one  CME  credit.  This  number 
represents  53%  of  those  who  requested  to  participate 
in  the  course  and  21%  of  the  total  sample  surveyed. 

Results 

The  findings  from  this  study  are  reported  by  the 
five  categories  of  issues  covered  in  the  questionnaire. 
Overall,  the  physicians  responded  correctly  to  72.3% 
of  the  questionnaire  items.  Table  I presents  the 
overall  mean  percent  correct  for  each  of  the  five 
categories  of  items. 

Table  II  presents  data  from  the  five  questionnaire 


Table  I 

Mean  Correct  Responses  for 
Questionnaire  Categories 

Mortality  of  the  Preterm  Newborn  81% 

Physical  Morbidity  of  the  Preterm  Newborn  78% 

Developmental  Morbidity  of  the  Preterm  Newborn  70% 
Psychosocial  Morbidity  of  the  Preterm  Newborn  65% 
General  Care  for  the  Preterm  Newborn  76% 


Table  II 

Mortality  of  the  Preterm  Newborn 

Percentage  of 

Correct 

Sample  With 

Response 

Correct  Response 

Q5  Sudden  Infant  Death 
Syndrom  (SIDS)  is 
more  common  in  the 
infant  who  was  born 
preterm. 

Agree 

66% 

Q6  If  a woman  is  about  to 
deliver  at  26  weeks 
gestation  she  should 
be  told  that  in  all 
likelihood  the  baby 
will  die. 

Disagree 

71% 

Q10  Only  15%  of  babies 
born  between  28-32 
weeks  gestation  sur- 
vive. 

Disagree 

88% 

Q13  With  optimal  care, 
nearly  90%  of  babies 
born  between  32  and 
36  weeks  gestation 
survive. 

Agree 

99% 

Mean  of  correct  re- 
sponses 

81% 

items  dealing  with  the  mortality  of  preterm  infants. 
Between  two-thirds  and  100%  of  the  sample  cor- 
rectly responded  to  these  items.  Nearly  all  respond- 
ents are  aware  of  the  early  mortality  statistics  while 
fewer  are  knowledgeable  of  the  increased  risk  of 
Sudden  Infant  Death  Syndrome  (SIDS)  for  the  pre- 
term infant.  A compilation  of  the  percentage  of  cor- 
rect answers  for  each  of  the  four  statements  shows 
that  81%  of  the  physicians  gave  correct  responses 
to  these  items  addressing  neonatal  mortality. 

Physicians'  perceptions  of  morbidity  for  physical 
disabilities  in  preterm  newborns  are  presented  in 
Table  III.  Overall,  78%  of  those  surveyed  gave  cor- 
rect responses  to  the  four  questionnaire  items  com- 
prising this  topic  area.  Most  all  physicians  recognize 
that  there  is  minimal  risk  in  Retrolental  Fibroplasia 
(RLF)  for  the  small  preterm  baby  and  that  intra- 
cranial hemorrhage  is  a common  problem  for  these 
same  infants.  Fewer  respondents  were  aware  that 
most  preterm  babies  achieve  normal  growth  and 
that  most  infants  who  develop  Bronchopulmonary 
Dysplasia  (BPD)  do  not  have  long  term  pulmonary 
problems. 
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Table  III 

Physical  Morbidity  of  the  Preterm  Newborn 

Correct 

Percentage  of 
Sample  With 

Response 

Correct  Response 

Q2  Most  all  babies  with 

Disagree 

67% 

Bronchopulmonary- 
Dysplasia  (BPD) 
will  have  respiratory- 
difficulties  through- 
out life. 

Q8  Blindness  caused  by 

Disagree 

90% 

Retrolental  Fibro- 
plasia (RLF)  is  a 
very  common  prob- 
lem for  the  preterm 
baby. 

Q17  Most  new  borns  with 

Agree 

75% 

very  low  birth 
weights  (<1200 
grams)  will  eventu- 
ally achieve  a growth 
curve  above  the  10th 
percentile  on  stand- 
ard growth  charts. 

Q25  Intracranial  hemor- 

Agree 

80% 

rhage  is  the  most 
frequently  encoun- 
tered major  neuro- 
logical disturbance 
in  the  premature  in- 
fant. 

Mean  of  correct  re- 

78% 

sponses 

Physicians  who  responded  to  the  survey  dem- 
onstrated less  knowledge  about  the  developmental 
morbidity  of  preterm  newborns  than  about  physical 
morbidity.  As  shown  on  Table  IV,  less  than  half  of 
the  respondents  are  aware  that  with  decreasing  mor- 
tality there  has  not  been  increasing  morbidity.  Only 
52%  recognize  that  the  majority  of  infants  with  birth 
weights  of  < 1500  grams  will  not  later  experience 
handicaps.  Seventy-nine  percent  were  aware  that  a 
minority  of  infants  with  birth  weights  of  < 1500 
grams  later  develop  cerebral  palsy  and  that  intra- 
cranial hemorrhage  does  not  necessarily  cause  men- 
tal retardation.  A majority  of  physicians  realize  that 
a child’s  gestational  age  should  be  considered 
throughout  the  first  five  years  when  assessing  de- 
velopment. Two-thirds  were  aware  that  a baby’s 
score  on  a developmental  assessment  does  not  pre- 
dict future  intelligence.  The  mean  correct  responses 
for  this  category  of  statements  is  69.5%. 

Table  V presents  data  on  the  respondents’  knowl- 
edge about  psychosocial  morbidity  of  preterm  birth. 
The  mean  percent  correct  on  the  six  items  com- 
prising this  category,  64.5%,  is  almost  identical  to 
the  overall  mean  score  for  correct  responses  to  items 
on  developmental  morbidity.  The  1 8%  disagreement 
to  the  questionnaire  statement,  “Most  babies  born 
early  are  as  able  to  interact  with  their  parents  when 
they  reach  40  weeks  post  conceptual  age  as  are  full 


Table  IV 

Developmental  Morbidity  of  the  Preterm  Newborn 

Correct 

Percentage  of 
Sample  With 

Response 

Correct  Response 

Q1  With  decreasing 

Disagres 

47% 

neonatal  mortality 
there  has  been  an  in- 
creasing percentage 
of  developmentally 
handicapped  chil- 
dren. 

Q3  Most  children  born 

Agree 

52% 

weighing  less  than 
1500  grams  will  not 
experience  some 
form  of  develop- 
mental handicaps. 

Q7  All  infants  who  ex- 

Disagree 

91% 

perience  an  intra- 
cranial hemorrhage 
can  be  expected  to 
experience  severe 
mental  retardation. 

Qll  Approximately  50% 

Disagree 

79% 

of  preterm  infants 
with  birth  weights  of 
<1500  grams  de- 
velop some  form  of 
cerebral  palsy. 

Q21  A Development 

Agree 

71% 

Quotient  (DQ)  of  a 
nine  month  old  child 
does  not  accurately 
predict  his  or  her  fu- 
ture Intelligence 
Quotient  (IQ  score). 

Q22  The  appropriateness 

Disagree 

70% 

of  a baby’s  weight  for 
gestational  age  does 
not  affect  the  inci- 
dence of  develop- 
mental handicaps. 

Q23  A child's  gestational 

Agree 

89% 

age  at  birth  should 
be  considered  when 
developmental  mile- 
stones betw  een  age  0 
to  5 are  evaluated. 

Q24  A parent  of  a baby 

Agree 

61% 

born  early  should  not 
be  told  to  expect 
school  learning 

problems. 

Mean  of  correct  re- 

69.5% 

sponses 

term  babies”,  is  the  lowest  correct  score  for  any  of 
the  25  items.  Half  of  the  respondents  incorrectly 
believe  that  it  is  easier  to  experience  the  death  of  a 
newborn  than  the  death  of  an  older  child.  Nearly 
three-fourths  know  that  future  emotional  problems 
are  not  more  frequently  experienced  by  a preterm 
infant  and  that  though  transporting  a newborn  may 
be  emotionally  traumatic,  it  will  not  necessarily  have 
long-term  effects  on  the  mother-baby  bond.  Between 
80%  and  90%  know  that  a mother’s  perception  of 
her  newborn  will  affect  the  baby's  outcome,  and  that 


SEPTEMBER  1982 


23 


Table  V 

Psychosocial  Morbidity  of  the  Preterm  Newborn 

Percentage  of 

Correct 

Sample  With 

Response 

Correct  Response 

Q4  A mother's  percep- 
tion of  her  baby  at 
birth  will  affect  his 
or  her  future  devel- 
opment. 

Agree 

84% 

Q14  Transporting  a baby 
following  birth  will 
inalterably  affect  the 
mother-child  bond. 

Disagree 

78% 

Q15  It  is  easier  for  par- 
ents to  experience 
the  death  of  a new- 
born than  the  death 
of  an  older  child. 

Disagree 

49% 

Q16  Preterm  babies  are 
likely  to  later  expe- 
rience emotional 
probalems. 

Disagree 

72% 

Q18  Mothers  of  preterm 
infants  often  feel 
guilty  about  the  early 
birth. 

Agree 

86% 

Q20  Most  babies  born 
early  are  as  able  to 
interact  with  their 
parents  when  they 
reach  40  weeks  post 
conceptional  age  as 
are  full  term  babies. 

Disagree 

18% 

Mean  of  correct  re- 
sponses 

64.5% 

Table  VI 

General  Care  for  the  Preterm  Newborn 

Percentage  of 

Correct 

Sample  With 

Response 

Correct  Response 

Q19  It  is  kindest  to  dis- 
courage parents  from 
spending  time  and 
getting  close  to  their 
newborn  when  the 
baby’s  prognosis  for 
survival  is  very 
guarded. 

Disagree 

94% 

Q9  The  social  experi- 
ences of  a preterm 
baby  will  affect  his 
or  her  later  perform- 
ance on  an  Intelli- 
gence (IQ)  test. 

Agree 

67% 

Q12  Newborns  trans- 

ported to  a newborn 
intensive  care  unit 
have  outcomes  sim- 
ilar to  preterm  in- 
fants delivered  in  the 
hospital  where  the 
Neonatal  Intensive 
Care  Unit  (NICU)  is 
located. 

Disagree 

67% 

Mean  of  correct  re- 
sponses 

76% 

Table  VII 

Evaluation  of  Independent  Study  Participation 

Information  was  new 

Percent 

Agree 

51% 

Information  will  alter  counseling 

70% 

Mortality  is  less  than  expected 

53% 

Morbidity  is  more  than  expected 

20% 

Format  of  course  was  helpful 

97% 

mothers  are  likely  to  experience  guilt  following  an 
early  delivery. 

Three  issues  considered  general  to  the  care  of  the 
preterm  baby  are  presented  in  Table  VI.  Most  all 
physicians  are  aware  that  it  is  helpful  for  new  parents 
to  have  contact  with  their  new  baby  even  though 
the  prognosis  is  poor.  Two-thirds  of  the  physicians 
know  that  a baby’s  social  experiences  will  affect  his/ 
her  future  development.  A third  of  the  sample  are 
unaware  of  the  increased  chance  of  survival  when 
infants  are  born  in  a hospital  where  neonatal  in- 
tensive care  is  available.  Seventy-six  percent  of  the 
respondents  correctly  responded  to  survey  items 
from  this  category  of  statements. 

The  responses  of  the  77  physicians  who  evaluated 
this  instructional  program  are  presented  in  Table 
VII.  The  majority  noted  that  the  information  pre- 
sented in  the  materials  sent  was  both  new  to  them 
and  will  alter  the  counseling  they  offer  parents.  Over 
half  note  that  the  mortality  statistics  for  preterm 
newborns  were  lower  than  they  expected  and  one- 
fifth  report  that  the  morbidity  statistics  were  higher 
then  they  expected.  Nearly  all  found  the  format  of 
the  course  helpful. 


Discussion 

Community  physicians  are  uniquely  important  to 
families  who  have  a preterm  infant  as  they  will  be 
providing  the  continuity  of  care  essential  to  the  ul- 
timate outcome  of  any  baby.  Statistics  on  neonatal 
outcome  are  rapidly  changing  with  advancement  in 
perinatal  care.  Those  who  practice  in  communities 
at  a distance  from  a regional  perinatal  center  may 
not  be  aware  of  current  statistics.  This  is  not  a prob- 
lem unique  to  community  physicians  in  a rural  state. 
Findings  from  a study  conducted  at  a regional  center 
documented  that  parents  are  often  given  outdated 
and  overly  pessimistic  information  by  houseofficers 
and  neonatal  fellows  working  at  the  institution.5 

When  neonatal  outcome  is  evaluated,  a baby’s 
financial,  nutritional,  social,  psychological  and 
medical  circumstances  must  each  be  considered  to 
play  unique  and  vital  roles.  Also,  a baby’s  unique 
behavioral  characteristics  play  an  important  role  in 
determining  how  he  or  she  will  reinforce  or  dis- 
courage parental  care  and  attention.  Studies  have 
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repeatedly  indicated  that  a child’s  social  experiences 
following  birth  and  the  socio-economic  status  of  his 
or  her  family  have  a profound  impact  on  outcome 
regardless  of  the  course  of  medical  events  experi- 
enced during  the  perinatal  period.6'7  Physicians  must 
also  be  aware  that  long  term  follow-up  data  are  not 
presently  available  for  the  increasingly  small  and 
immature  newborns  (<1000  g)  who  today  are  sur- 
viving. These  various  factors  must  be  evaluated 
while  recognizing  that  any  one  baby  may  defy  sum- 
mary statistics  from  follow-up  studies  of  a group  of 
preterm  infants.  The  community  physician  can  be 
very  effective  in  evaluating  these  factors  and  re- 
sponding to  them  by  either  providing  care  or  re- 
ferring families  to  other  services  available  in  the 
community. 

The  findings  from  this  survey  indicate  that  phy- 
sicians have  a good  overall  knowledge  of  the  out- 
come of  preterm  infants.  Physicians,  in  general,  seem 
more  knowledgeable  about  the  mortality  and  phys- 
ical morbidity  of  the  preterm  baby  than  they  do 
about  the  developmental  and  psycho-social  mor- 
bidity of  preterm  birth.  Of  interest,  however,  is  the 
contrast  between  the  mean  of  81%  correct  response 
rate  for  questionnaire  items  concerning  mortality 
and  the  finding  that  53%  who  completed  the  eval- 
uation of  the  course  noted  that  the  mortality  rates 
for  preterm  newborns  are  lower  than  they  expected. 
Also,  70%  of  the  sample  reported  that  the  infor- 
mation provided  by  the  course  will  alter  how  they 
will  counsel  parents.  The  respondents’  overall  per- 
formance on  the  survey  was  perhaps  influenced  by 
our  attempt  to  write  very  specific  statements  which 
enable  correct  responses  to  be  more  easily  identified. 
In  any  case,  the  survey  and  instructional  program 
has  provided  current  information  on  neonatal  out- 
come to  physicians  in  our  state  who  care  for  new- 
borns and  their  families. 

For  further,  more  detailed  information  about  this 
survey’s  findings,  either  author  may  be  contacted. 
Two  follow-up  articles  dealing  specifically  with 
mortality  and  physical  morbidity  and  the  devel- 
opmental and  psycho-social  morbidity  of  the  pre- 
term infant  will  be  published  in  later  issues  of  the 
South  Dakota  Journal  Of  Medicine. 
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Public  Health  Of  The  Future 

Among  the  aborigines  of  North  America  the 
problem  of  the  aged  and  infirm  was  solved  quite 
easily  and  satisfactorily  by  pneumonia  or  abandon- 
ment along  the  trail.  In  addition,  the  unwanted,  un- 
healthy, and  the  malformed  newborns  and  children 
were  eliminated  by  natural  selection  or  by  active  or 
passive  euthanasia.  These  same  solutions  to  prob- 
lems are  still  used  in  primitive  societies  in  the  U.S. 
and  elsewhere  today.23-4  Such  remedies  are  not 
available  to  modern  society  as  evidenced  by  the 
moral  and  legal  obstacles  which  have  been  raised 
in  recent  years  to  such  seemingly  simple  issues  as 
withdrawal  of  life  support  measures. 

A pungent  editorial  by  Singleton5  and  an  article 
by  Sommers6  direct  attention  to  the  problems  being 
encountered  at  both  ends  of  life’s  spectrum  by  our 
20th  century  society.  Of  all  the  health  care  issues 
facing  this  nation  today,  two  of  the  most  complex 
and  urgent  are,  1 ) a practical  approach  to  the  prob- 
lem of  seriously  malformed  newborns  and  severely 
immature  premature  infants,5  and  2)  the  formulation 
of  a workable  policy  for  the  long  term  care  for  the 
elderly,  the  chronically  ill,  and  the  disabled.6  Im- 
mature and  premature  infants  usually  died  in  pre- 
vious times,  but  now  that  they  are  being  saved, 
frequent  complications  involving  the  lungs,  intes- 
tinal tract,  and  brain,  necessitate  prolonged  treat- 
ment. The  fundamental  denominator  in  both 
circumstances  which  has  focused  critical  attention 
upon  them  is  the  fact  that  the  cost  to  preserve  fragile 
human  life  has  led  to  ruinous  financial  problems  for 
all  concerned. 

The  philosophy  of  20th  century  medicine  has  been 
one  which  considers  human  life  precious  and  to  be 
saved  at  any  cost.  By  doing  so,  individuals  who 
would  have  died  in  times  of  less  sophisticated  med- 
ical technology,  are  being  kept  alive.  The  decreased 
death  rate  has  led  to  other,  unanticipated  problems. 
In  an  editorial  Walter  Alvarez  commented,  “Now 
that  we’ve  added  years  to  peoples’  lives,  isn’t  it  time 
to  start  adding  life  to  their  years?” 

Taking  a cue  from  Alvarez’s  tenet,  should  not  the 
health  care  community  take  note  of  the  oncoming 
deluge  of  elderly  citizens,  so  that  not  only  adequate 
health  care  may  be  provided,  but  also  the  oppor- 
tunity can  be  made  available  for  the  elderly  to  remain 
productive  members  of  the  community?  To  succeed 


in  these  endeavors  it  will  be  necessary  to  provide 
education  to  both  the  elderly  consumers  of  health 
care,  and  the  providers.  At  present  only  a few  med- 
ical schools  have  organized  departments  of  geron- 
tology and  optimum  instruction  for  future  physicians 
as  part  of  their  curriculum.  There  is  no  such  or- 
ganized department  or  course  of  instruction  at  the 
University  of  South  Dakota  School  of  Medicine. 

In  a recent  presentation  to  the  U.S.  Senate  Com- 
mittee on  Aging,  charged  with  investigating  health 
problems  of  the  elderly  in  rural  America,  the  matter 
of  the  organization  and  development  of  a course  of 
instruction  in  gerontology  at  the  University  of  South 
Dakota  was  discussed.  The  presentation  met  with 
favorable  response,  and  South  Dakota  could  have 
the  opportunity  to  be  one  of  the  first  states  in  the 
midwest  to  provide  such  educational  capabilities. 
Although  such  a program  of  instruction  would  not 
solve  the  problem  of  the  aged,  it  has  the  potential 
to  help  the  medical  community  of  tomorrow  to  cope 
with  the  situation.  An  excellent  publication  for  use 
in  geriatric  instruction,  “Health  Care  of  the  Aging,” 
was  released  recently  by  Haley  and  Keenan.8  It  has 
potential  as  a textbook  for  use  in  such  a course  of 
instruction. 

Insofar  as  the  care  of  the  seriously  deformed  and 
severely  immature  infants  is  concerned,  a program 
of  prophyllaxis  would  seem  the  best  treatment.  The 
medical  community,  the  church,  the  body  politic, 
and  the  legal  profession  sooner  or  later  will  have  to 
formulate  policy  regarding  prenatal  screening  and 
care,  genetic  counseling,  amniocentesis  in  problem 
pregnancies,  and  prophyllaxis  in  relation  to  poten- 
tially teratogenic  drugs,  infections,  or  other  factors, 
which  might  adversely  affect  the  fetus.  Then,  in  the 
event  a severely  handicapped  infant  is  born,  despite 
rigorous  precautions,  policy  will  have  to  be  estab- 
lished concerning  the  vigor  of  resuscitative  efforts. 

Singleton5  concluded  his  editorial  with  comments 
by  Thomas  Jefferson  in  1807,  which  are  prophetic 
and  appropriate  to  this  circumstance,  “I  would  wish 
the  young  practitioner,  especially,  to  have  deeply 
impressed  on  his  mind,  the  real  limits  of  his  art, 
and  that  when  the  state  of  his  patient  gets  beyond 
these,  his  office  is  to  be  a watchful,  but  quiet  spectator 
of  the  operations  of  nature.” 

John  B.  Gregg,  M.D. 

Willis  F.  Stanage,  M.D. 


26 


SOUTH  DAKOTA 


REFERENCES 

1.  Morton,  SG:  Crania  Americana.  J.  Dobson,  Philadelphia, 
1839,  p.  75. 

2.  Tretsven.  V,  Incidence  of  cleft  lip  and  palate  in  Montana 
Indians,  J Speech  Hear  Dis,  28:52-57,  1963. 

3.  Neel,  JV:  Lessons  from  a “primitive  people”.  Science.  1 70:8 1 5- 
822,  1970. 

4.  Gregg,  JB,  Zimmerman,  L,  Clifford,  S,  Gregg,  PS:  Craniofacial 
anomalies  in  the  Upper  Missouri  River  Basin  over  a millen- 
nium: archeological  and  clinical  evidence.  Cleft  Palate  J, 
18:210-222,  1981. 

5.  Singleton,  EB:  A time  to  be  rational  (editorial).  Applied  Rad, 
1 1:87,  1982. 

6.  Somers,  AR:  Long-term  care  for  the  elderly  and  disabled:  a 
new  health  priority,  NE  J Med.  307:221-226,  1982. 

7.  Alvarez,  WC:  Now  that  we’ve  added  years  to  people’s  lives, 
isn’t  it  time  to  start  adding  life  to  their  years.”  (editorial), 
Mod  Med.  January  8,  1973,  p.  121. 

8.  Haley,  HB,  Keenan,  PA:  Health  care  of  the  aging.  University 
Press  of  Virginia.  Charlottsville,  1981,  298  pages. 


FAMILY  PHYSICIAN 


The  Duluth  Clinic,  Ltd  , a 95-physician  multispecialty 
comprehensive  regional  medical  center,  is  actively 
seeking  one  of  two  family  physicians  for  one  of  its 
existing  metropolitan  satellite  facilities  State  of  the 
art  diagnostic  equipment,  surgical  suites  and  hospital 
facilities  are  available 

Qualifications  required  include  board  certification  or 
eligibility  in  family  practice 

Metropolitan  area  includes  125,000  people,  with 
regional  referral  base  of  approximately  500,000 
Ample  outdoor  recreational  and  cultural  opportunities 
readily  available  Please  respond  with  complete 
curriculum  vitae  to: 

Stan  E Salzman 
Executive  Director 
The  Duluth  Clinic,  Ltd. 

400  East  Third  Street 
Duluth,  Minnesota  55805 


MThe  Duluth  Clinic,  Ltd. 

An  equal  opportunity  employer 


1st  ANNUAL 
FALL  SEMINAR 
FEATURING 
PRIMARY  CARE  ISSUES 
IN  OBSTETRICS 
AND  GYNECOLOGY 

OCTOBER  29-30,  1982 
VFW  HALL  —WINNER,  SD 

GUEST  FACULTY: 

Stanley  Gall,  M.D.,  Duke  University,  Durham, 
NC 

USD  SCHOOL  OF  MEDICINE  FACULTY: 

Samir  Abu-Ghazaleh,  M.D. 

Howard  T.  Gilmore,  M.D. 

Virginia  Johnson,  M.D. 

Loren  Petersen,  M.D. 

TOPICS: 

Ovarian  Cancer 

Preeclampsia:  Subtle  Signs  for  Early  Diagnosis 
& Management 

Approaches  to  Infection  & Infectious  Diseases 
in  Ob-Gyn 

Health  Care  Problems  for  Native  Americans 
Residing  on  the  Reservation 
Medical  Care  and  the  Native  American  Culture 
Current  Management  of  Carcinoma  of  the  En- 
dometrium 

Rubella  Testing  and  Vaccination  Programs 
Immunology  and  Immunological  Aspects  of 
Pregnancy,  Infertility  and  Cancer 
Perinatal  Genetics  for  the  Obstetrician  and  the 
Family  Physician 

SEMINAR  SCHEDULE: 

7:30-11:00  A.M.,  each  day 

Each  afternoon,  guided  pheasant  hunt 

REGISTRATION  FEE: 

$1 00/person 

APPROVAL: 

This  program  has  been  reviewed  and  is  ac- 
cepted for  8 prescribed  hours  by  the  American 
Academy  of  Family  Physicians  and  Category 
I credit  of  the  PRA/AMA. 

FOR  FURTHER  INFORMATION  CONTACT: 

USD  School  of  Medicine 
Department  of  Ob-Gyn 
1017  West  5th  Street 
Yankton,  SD  57078 
(605)  665-4731 
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SOUTH  DAKOTA  MEDICAL  SCHOOL 
ENDOWMENT  ASSOCIATION 


MORE  STUDENTS 
MORE  PROFESSORS 
MORE  BOOKS 
MORE  DEPARTMENTS 
MORE  OF  EVERYTHING 


It  all  takes  money,  which  the  Endowment  Association 
wants  to  provide  to  the  USD  School  of  Medicine. 


WON’T  YOU  HELP ? 


WE  NEED  EVERYONE 


Send  contributions*  to 


SOUTH  DAKOTA  MEDICAL  SCHOOL  ENDOWMENT  ASSOCIATION 

608  WEST  AVENUE,  NORTH 
SIOUX  FALLS,  SOUTH  DAKOTA  57104 


*Tax  deductible 


This  Is  Your  Medical  Association 

D 

Colonel  Eldon  Bell,  Webster,  has  been  named  State 
Surgeon  by  the  National  Guard  in  South  Dakota. 

This  is  the  highest  military  honor  a physician  can 
receive  on  the  state  level.  He  will  set  medical  policy 
for  the  Guard  in  South  Dakota,  supervise  all  health 
delivery  activities  carried  out  in  the  Guard  and  be 
responsible  for  research,  development,  testing  and 
evaluation  of  medical  aspects  of  military  operations 
within  the  system. 

Dr.  Bell’s  promotion  to  State  Surgeon  in  April  of 
this  year  came  after  more  than  20  years  of  Federal 
Commissioned  Service. 

* * * * 

Brooks  Ranney,  M.D.,  FACOG,  Yankton,  has  been 
inducted  as  the  30th  President  of  the  American  Col- 
lege of  Obstetricians  and  Gynecologists.  Dr.  Ranney 
has  practiced  in  Yankton  since  1 948.  Since  that  time, 
he  has  taught  obstetrics  and  gynecology  at  the  USD 
School  of  Medicine,  he  was  chairman  of  that  de- 
partment for  25  years  (1952-1976);  he  has  served 
as  chairman  of  the  Department  of  Obstetrics  and 
Gynecology  at  Sacred  Heart  Hospital,  where  he  has 
also  been  Chief  of  Staff;  and  is  also  a gynecologic 
consultant  to  the  State  Human  Services  Center.  Dr. 
Ranney  started  the  Residency  Training  Program  in 
Obstetrics  and  Gynecology  in  Yankton  in  the  early 
1 950’s  and  continues  as  its  director.  He  is  a Founding 
Fellow  of  the  American  College  of  Obstetricians  and 
Gynecologists,  a former  Vice-President  and  also  has 
been  chairman  of  the  organization's  Commission 
on  Practice.  He  has  written  numerous  articles  for 
this  Journal  and  is  very  active  in  other  professional 
organizations,  community  service  and  educational 
activities. 


Walter  C.  Brinkman,  M.D.,  Sisseton,  recently 
died  at  the  age  of  8 1 . Dr.  Brinkman  was  born  in 
Racine,  Wisconsin.  He  received  his  MD  degree 
from  the  Marquette  University  Medical  School 
in  1928.  He  practiced  medicine  in  Veblen  until 
1 950.  He  then  moved  to  Sesseton  where  he  prac- 
ticed until  his  retirement  in  1972. 

Dr.  Brinkman  is  survived  by  his  wife  Lorraine, 
Sisseton;  one  step-son,  John  Lien  of  Sheridan, 
Wyoming;  one  step-daughter,  Mary  Lien  Ollen- 
burg  of  Seattle,  Washington;  and  five  step-grand- 
children. 


Robert  S.  Westaby,  M.D.,  Webster,  has  been  chosen 
“Mr.  VA”  by  the  employees  of  the  VA  Medical 
Center.  The  purpose  of  this  award  is  to  single  out 
and  honor  the  male  and  female  employees  who  best 
exemplify  the  ideal  of  dedication  and  personal  com- 
mitment to  the  provision  of  competent,  courteous 
and  compassionate  service  to  veterans. 

* * * * 

Stephen  L.  Calhoon,  M.D.  has  joined  the  Rapid 
City  Medical  Center,  in  Rapid  City,  to  practice  in- 
ternal medicine  and  diseases  of  the  lung.  He  received 
his  M.D.  degree  from  Harvard  Medical  School  in 
1974  and  completed  an  internship  and  residency  in 
internal  medicine  at  the  University  of  Utah  College 
of  Medicine,  where  he  also  completed  a fellowship 
in  pulmonary  disease. 


* * * * 

A Sioux  Falls  surgeon.  Dr.  Robert  Quinn  has  been 
named  acting  University  of  South  Dakota  vice  pres- 
ident for  health  affairs  and  dean  of  the  medical 
school.  Dr.  Quinn  has  worked  with  the  USD  Medical 
School  since  1947.  He  is  now  professor  and  chair- 
man of  the  division  of  surgery  and  surgical  subspe- 
cialties. 


* * * * 

An  Executive  Proclamation  was  issued  by  Governor 
William  Janklow  proclaming  April  9,  1 982  as  Doctor 
Robert  Hayes  Day.  The  Proclamation  states  that 
Dr.  Hayes,  Wall,  has  served  South  Dakota  and  his 
country  for  a total  of  34  years  and  nine  months  as 
a general  practitioner,  a medical  officer,  a professor 
of  clinical  medicine  and  Director  and  Secretary  of 
the  South  Dakota  Department  of  Health. 


Donald  L.  Kegaries,  M.D.  died  recently  at  the 
age  of  78.  Dr.  Kegaries  was  born  in  Roaring 
Spring,  Pennsylvania.  He  received  his  MD  degree 
from  Jefferson  Medical  College,  Pennsylvania,  in 
1929  and  interned  at  the  University  of  Minnesota 
until  1933.  He  was  licensed  to  practice  medicine 
in  South  Dakota  in  1933. 

At  the  time  of  his  death.  Dr.  Kegaries  was  re- 
tired and  living  in  Scottsdale,  Arizona.  He  is  sur- 
vived by  his  wife. 
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Future  Meetings 


October 


A Symposium:  The  Clinical  Use  of  Exercise  Testing,  Prescription 
and  Training,  No.  Mem.  Med.  Ctr.,  Minneapolis,  MN,  Oct. 
6-7.  13  hrs.  AAFP,  ACCME  & AMA  Category  I credits.  Fee: 
$ 1 50.  Contact:  CME,  Box  293  Mayo  Mem.  Bldg.,  420  Delaware 
St.,  SE,  Minneapolis,  MN  55455.  Phone:  (612)  373-8012. 


Primary  Care  Issues  in  Obstetrics  and  Gynecology,  V.F.W.,  Win- 
ner, SD,  Oct.  29-30.  8 hrs.  AAFP  & AMA  Category  I credits. 
Contact:  USD  School  of  Medicine,  Dept,  of  OB/Gyn,  1017 
W.  5th,  Yankton,  SD  57078.  Phone:  (605)  665-9005. 


Adolescent  Drug  Abuse,  Earle  Brown  Cont.  Educ.  Ctr.,  U.  of 
Minn.,  St.  Paul  Campus,  Oct.  8-9.  Fee:  $200.  14  hrs.  AAFP 
& AMA  Category  1 credits.  Contact:  CME,  Box  293  Mayo 
Mem.  Bldg.,  420  Delaware  St.,  SE,  Minneapolis,  MN  55455. 
Phone:  (612)  373-8012. 


Toxic  Poisonings  Update,  St.  Paul-Ramsey  Medical  Ctr.,  St.  Paul, 
Minn.,  Oct.  15,  7 hrs.  AAFP  & AMA  Category  I credits.  Fee: 
$95.  Contact:  Denise  Meier,  CME,  St.  Paul-Ramsey  Med.  Ctr., 
640  Jackson  St.,  St.  Paul,  MN  55101. 


Eating  Disorders:  Anorexia  Nervosa  and  Blumia,  Registry  Hotel, 
Bloomington,  MN,  Oct.  15-16.  Fee:  $150.  14  hrs.  AAFP  & 
AMA  Category  I credits.  Contact:  CME,  Box  293  Mayo  Mem. 
Bldg.  420  Delaware  St.,  SE,  Minneapolis,  MN  55455.  Phone: 
(612)  373-8012. 


Principles  of  Colon  and  Rectal  Surgery,  Mayo  Mem.  Aud.,  U. 
of  Minn.,  Minneapolis,  MN,  Oct.  20-23.  Fee:  $325.  26  hrs. 
ACCME  & AMA  Category  I credits.  Contact:  CME,  Box  293 
Mayo  Mem.  Bldg.,  420  Delaware  St.,  SE,  Minneapolis  MN 
55455.  Phone:  (612)  373-8012. 


Emergency  Medicine  for  Primary  Care  Physicians,  Sheraton 
Midway,  St.  Paul,  MN,  Oct.  21-23.  1 6 */2  hrs.  ACEP,  AAFP, 
& AMA  Category  I credits.  Fee:  $175.  Contact:  St.  Paul-Ramsey 
Med.  Ctr.,  CME,  640  Jackson  St.,  St.  Paul,  MN  55101. 


Omaha  Mid-West  Clinical  Society  50th  Annual  Postgraduate 
Assembly,  Red  Lion  Inn,  Omaha,  Neb.,  October  25-27.  23 
hrs.  AMA  Category  I credits  Fee:  $ 1 30.  Contact:  Omaha  Mid- 
West  Clinical  Society,  Lorraine  Seibel,  Exec.  Sec.,  7363  Pacific 
St.,  #2 10-A,  Omaha,  NE  68114.  Phone:  (402)  397-1443. 


Primary  Care  Issues  in  Obstetrics  and  Gynecology,  V.F.  W.,  Win- 
ner, SD.  Oct.  29-30.  8 hrs.  AAFP  & AMA  Category  I credits. 
Contact:  USD  School  of  Medicine,  Dept,  of  OB/Gyn,  1017 
W.  5th,  Yankton,  SD  57078.  Phone:  (605)  665-9005. 


November 

Recognizing  and  Resolving  Chemical  Abuse  Problems,  St.  John’s 
Hosp.,  St.  Paul,  MN,  Nov.  4-5.  Fee:  $150.  14  hrs.  ACCME 
& AMA  Category  I credits.  Contact:  CME,  Box  293  Mayo 
Mem.  Bldg.,  420  Delaware  St,  SE,  Minneapolis,  MN  55455. 
Phone:  (612)  373-8012. 


Ambulatory  Electrocardiography:  Clinical  Applications,  Meth- 
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The  Anatomic  Distribution  Of  Colorectal 
Cancer:  A Ten  Year  Retrospective  Study 

Patrick  S.  McGreevy,  M.D.,  FACS* 

Jane  S.  Lindholm,  M.D.** 


ABSTRACT 

A 10  year  retrospective  study  of  404  cases  of  cancer 
of  the  colon  and  rectum  at  McKennan  Hospital  was 
conducted.  The  findings  showed  a shift  of  cancer  of 
the  colon  to  the  right  side  as  documented  in  other 
studies.  The  value  of  various  screening  procedures 
for  colorectal  cancer  is  discussed. 


Cancer  of  the  colon  and  rectum  is  the  most  com- 
mon visceral  malignancy.  More  than  100,000  new 
cases  are  diagnosed  in  the  United  States  each  year. 
More  than  51,000  people  die  annually  from  this 
type  of  cancer,  making  it  the  second  leading  cause 
of  cancer  deaths.1 

Traditionally,  we  have  been  taught  that  two-thirds 
to  three-fourths  of  all  large  bowel  cancers  are  iden- 
tifiable by  rectal  examination  and  proctosigmoid- 
oscopy. Welch  and  Giddings  of  Massachusetts 
General  Hospital,  in  studying  nearly  2000  cases  of 
colon  cancer  between  1937  and  1948,  reported  43% 
of  the  lesions  to  be  located  in  the  rectum,  another 
28%  in  the  sigmoid  and  rectosigmoid  areas,  and 
only  14%  in  the  ascending  colon.2  A study  from  the 
Lahey  Clinic  Foundation  in  Boston  between  1945 
and  1949  reported  78%  of  all  colon  cancers  were 
found  in  the  anus,  rectum,  and  rectosigmoid,  while 
only  7.6%  of  those  cases  were  found  in  the  ascending 
colon.3  In  1955,  Weston,  in  his  textbook  of  proc- 
tology, commented  that  54%  of  all  large  bowel  can- 
cers could  be  palpated  by  the  examining  finger.4 


* 1200  S.  7th  Ave.,  Sioux  Falls,  SD. 

**McKennan  Hospital,  Sioux  Falls,  SD. 


In  contrast  to  these,  in  recent  years  several  in- 
vestigators have  published  results  of  clinical  studies 
supporting  a shift  to  the  right  in  the  distribution  of 
colorectal  cancer  with  a substantial  decrease  in  the 
number  of  rectal  lesions.  Shown  in  table  I are  the 
results  from  four  studies  published  within  the  last 
few  years.5  6 7 8 You  can  see  that  rectal  lesions  com- 
prised 1 5-36%  in  contrast  to  54%  claimed  by  Weston 
in  1955  and  71%  reported  from  the  Massachusetts 
General  Hospital  study  in  1948.  Cancer  in  the  as- 
cending colon  was  reported  17-33%  of  the  time, 
again  in  contrast  to  reports  of  10-14%  from  the 
1940’s. 

In  light  of  recent  claims  of  the  changing  distri- 
bution and  because  of  our  concern  for  the  optimal 


Table  I 
Right  Transverse 

Left 

Sigmoid 

Rectum 

Franklin  R„ 
1970 

17% 

13% 

4% 

32% 

34% 

Rhodes  J.B., 
1977 

17 

9 

5 

33 

36 

Morgenstern  L., 
1978 

24 

16 

7 

38 

15 

Abrams  J.S., 
1979 

33 

7 

8 

25 

27 
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methods  of  detecting  and  screening  for  colon  cancer, 
we  decided  to  look  at  the  anatomic  distribution  of 
colorectal  cancer  locally.  We  chose  a ten  year  period, 
from  January,  1972-December,  1981,  to  study  the 
cases  of  adenocarcinoma  of  the  colon  and  rectum 
at  McKennan  Hospital.  Four  hundred  four  cases 
were  diagnosed  during  that  time.  The  majority  of 
these  went  to  surgical  resection;  but,  we  did  include 
those  in  which  the  diagnosis  was  made  by  biopsy 
alone.  The  average  age  of  our  patient  population 
was  68  years.  There  were  1 8 1 males  and  223  females. 

The  anatomic  distribution  of  colorectal  cancer  in 
our  patients  is  shown  in  table  II.  Tumors  in  the 
cecum  were  included  in  right  sided  lesions.  Those 
in  the  hepatic  and  splenic  flexures  were  grouped 
with  cancers  of  the  transverse  colon.  Only  30%  were 
in  the  rectum  and  28%  in  the  sigmoid,  while  22% 
were  located  in  the  ascending  colon.  This  agrees 
with  the  recent  reports  that  just  more  than  half  are 
located  in  the  sigmoid  and  rectum  together.  Our 
results  were  comparable  to  the  recent  studies  pro- 
posing a right  sided  shift. 

Our  data  correlates  well  with  the  distribution  cited 
by  Schwartz  in  his  current  surgery  text  where  he 
mentions  that  presently  only  25%  are  within  reach 
on  digital  exam.1 


right 

Table  II 

Anatomic  Distribution 

22% 

transverse 

12% 

left 

6% 

sigmoid 

28% 

rectum 

30% 

In  doing  this  study,  we  were  also  interested  in 
looking  for  any  correlation  between  tumor  site  and 
metastatic  disease  at  the  time  of  diagnosis.  We  were 
curious  to  see  if  there  was  a difference  in  the  inci- 
dence of  metastases  comparing  the  right  to  the  left. 
We  did  not  find  this  to  be  true  since  38%  of  right 
sided  lesions  showed  evidence  of  metastatic  disease 
at  the  time  of  diagnosis  while  58%  of  sigmoid  lesions 
had  metastasized  (Table  III). 

If  it  is  true  that  the  incidence  of  right  sided  lesions 
is  increasing  and  rectal  lesions  decreasing,  why  is 
this?  What  does  this  imply  about  the  etiology  of 
colorectal  cancer?  And  how  must  our  methods  of 
detection  be  altered?  Because  a greater  percentage 
of  lesions  are  now  beyond  the  rectum  and  sigmoid, 
we  need  to  develop  screening  methods  that  will  pick 
up  tumors  in  the  entire  colon.  If  we  restrict  our 
methods  to  rectal  examination  and  sigmoidoscopy 
for  detecting  asymptomatic  lesions,  we  will  miss 
nearly  50%  of  all  colon  carcinomas. 

This  raises  the  issue  of  the  hemoccult  stool  exam.9 
The  idea  of  using  chemicals  to  test  for  the  presence 


Table  III 

Percent  with  Evidence  of  Metastatic  Disease* 


right  38% 

transverse  46% 

left  46% 

sigmoid  58% 

rectum  38% 


*positive  lymph  nodes  or  distant  organ  involvement 


of  blood  in  the  stool  is  not  new.  Compounds  like 
guaiac,  benzidine,  and  ortho-tolidine  have  been  tried 
in  the  past.  But  all  of  these  had  a high  incidence  of 
false  positives  and  false  negatives  and  were  not  found 
to  be  practical. 

The  first  successful  testing  was  conducted  by 
Greegor10  in  the  late  1960’s  when  he  used  a paper 
slide  impregnated  with  guaiac  and  added  hydrogen 
peroxide  in  denatured  alcohol  to  detect  HgB.  The 
HgB  interacts  with  the  hydrogen  peroxide  resulting 
in  phenolic  oxidation  of  the  guaiac  changing  its  color 
to  blue. 

This  prompted  several  screening  studies  for  co- 
lorectal cancer.  Many  community  screening  pro- 
grams and  uncontrolled  trials  were  conducted.  In  a 
study  by  Miller  and  Knight,  39  patients  of  2,323 
people  screened  had  positive  occult  blood  tests.  Of 
these  39,  7 had  polyps  and  3 had  cancer,  all  of  which 
had  been  asymptomatic.11  Another  study,  in  eval- 
uating 5,016  people  found  1 17  with  positive  tests; 
13  of  these  were  carcinomas  and  a large  number 
were  polyps.11  A controlled  trial  was  initiated  at  the 
University  of  Minnesota.  The  overall  slide  positivity 
was  2.4%.  A positive  hemoccult  was  further  eval- 
uated wfith  a single  column  barium  enema  and  co- 
lonoscopy. Of  the  873  patients  with  positive  tests, 
72  or  8%  had  cancer  of  the  colon  or  rectum  and 
78%  of  these  were  Dukes  A or  B.12 

The  American  Cancer  Society  recommends  that 
all  persons  over  the  age  of  forty  have  a digital  rectal 
exam  each  year  and  everyone  over  the  age  of  50 
have  a stool  guaiac  test  annually.  They  also  rec- 
ommend that  after  the  age  of  50,  a sigmoidoscopy, 
preferably  with  a flexible  scope,  be  done  every  three 
to  five  years  after  two  negative  sigmoidoscopies  a 
year  apart.  They  suggest  that  the  positive  hemoccult 
test  be  followed  with  colonoscopy.13  No  specific  rec- 
ommendations have  been  made  regarding  the  use 
of  the  barium  enema  in  the  work-up;  but,  this  is 
often  included  in  the  evaluation  of  positive  screening 
tests.  Also,  since  the  test  can  be  positive  from  non- 
human HgB  such  as  in  meat,  many  investigators 
have  repeated  the  hemoccult  test  on  those  patients 
with  positive  results,  after  three  days  on  a meat- 
free  diet. 

Having  demonstrated  a shift  to  the  right  in  the 
anatomic  distribution  of  colorectal  carcinoma,  we 
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feel  that  now  it  is  imparative  to  screen  for  tumors 
in  the  entire  colon.  The  hemoccult  stool  examination 
appears  to  be  an  effective  and  inexpensive  means. 
We  feel  that  it  should  be  an  integral  part  in  the 
evaluation  of  patients  for  colorectal  carcinoma. 
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SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


While  visiting  the  historic  Black  Hills  during  the 
1982  Black  Hills  Summer  Seminar,  Ernie  J.  Chaney, 
M.D.,  President  of  The  American  Academy  of 
Family  Physicians,  visited  the  newly  opened  Rapid 
City  offices  of  the  1982  Sioux  Falls  Family  Practice 
Residency  graduates,  Craig  K.  Hansen,  M.D.  and 
Carol  M.  Zielike,  M.D.  Drs.  Hansen  and  Zielike 
were  student  and  resident  members  of  AAFP  during 
their  student  days  at  USD  School  of  Medicine  and 
later  during  their  residency,  and  are  new  active 
members  of  the  South  Dakota  Academy  of  Family 
Physicians. 

Past  President  Speaks 

This  past  year  it  has  been  a privilege  to  serve  in 
the  capacity  as  your  president.  Truly,  the  challenges 
have  been  met  with  much  intellectual  input  and  we 
trust  it  has  been  for  the  betterment  of  the  South 
Dakota  Academy. 

The  meetings  have  taken  on  a gradual  change  over 
the  past  several  years  to  a most  acceptable  format. 
The  hours  of  dedication  by  your  Board  of  Directors 
is  most  appreciated.  The  personal  and  financial  sac- 
rifice and  dedication  has  been  most  unselfish.  I do 
not  want  that  dedication  to  go  unnoticed  and  I per- 
sonally thank  each  contributor. 

With  each  change  in  leadership  comes  a new  be- 
ginning. I commend  you  on  your  choice  of  Dr.  Herb 
Saloum  as  your  President  and  wish  him  well  as  a 
proven  capable  leader.  I further  encourage  each  of 


you  to  offer  total  support  to  Dr.  Saloum. 

Again,  thank  you  for  the  privilege  and  opportunity 
of  having  served  and  represented  you. 

Fraternally, 

R.  G.  Nemer,  M.D.,  Past  President 
South  Dakota  Academy  of  Family  Physicians 

SDAFP  Officers  and  Delegates  for  1982-83  elected 
and  installed  at  the  1982  Black  Hill  Summer  Sem- 
inar are: 

Officers:  President:  Herbert  A.  Saloum,  M.D., 
Tyndall 

President-Elect:  Lawrence  W.  Finney, 
M.D.,  Sioux  Falls 

Vice-President:  Chuck  Swanson,  M.D., 
Pierre 

Vice-President:  Michael  Brown,  M.D., 
Spearfish 

Vice-President  (new):  Richard  Finley, 
M.D.,  Rapid  City 

Secretary-Treasurer:  L.  H.  Amundson, 
M.D.,  Sioux  Falls 

Past  President:  R.  G.  Nemer,  M.D., 
Gregory 

Delegates:  L.  H.  Amundson,  M.D.,  Sioux  Falls 
Richard  W.  Friess,  M.D.,  Sioux  Falls 
Alternate  Delegates:  Herbert  Saloum,  M.D., 
Tyndall 

Lawrence  Finney,  M.D., 
Sioux  Falls 


1983 

BLACK  HILLS  WINTER  SKI  SEMINAR 
Holiday  Inn  of  the  Northern  Hills 
Spearfish,  SD  February  3-5,  1983 
Topics:  Oncology 

Sports  and  Medicine 

Include  us  in  your  winter  plans.  Watch  for  mailings. 


Item: 

1 am  interested  in  a family  practice  position  in 
South  Dakota.  If  interested,  contact: 

Michael  Padwick,  M.D. 

1 105  North  Shore  Drive 
Carlsbad,  NM  88220 

(Ed.  note:  Dr.  Padwick  interned  at  Sioux  Valley 
Hospital  in  Sioux  Falls,  1967-68.) 
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Good  mornings 
start  with  restful  nights. 


Dalmane  (flurazepam  HCl/ Roche) 

patients  fall  asleep  faster, 
sleep  longer  and  seldom  awaken 
with  morning  hangover. 

Feeling  well  rested  in  the  morning  usually  means 
having  slept  well  the  night  before.  And  for  insomniac 
patients  receiving  hypnotic  therapy,  a good  morning  also 
means  awakening  with  few  side  effects  from  their  medica- 
tion. Many  physicians  choose  Dalmane  for  their  patients 
who  suffer  from  insomnia  for  this  very  reason. 

Aside  from  enabling  patients  to  fall  asleep  more 
quickly  and  sleep  longer,  Dalmane  seldom  causes  morning 
hangover.  Most  Dalmane  patients  feel  alert  and  refreshed 
when  they  awaken.  In  53  paired-night  clinical  studies 
comparing  Dalmane  and  placebo  in  2010  insomniac 
patients  with  a variety  of  secondary  diagnoses,  most 
Dalmane  patients  awakened  more  alert  and  refreshed,  and 
less  groggy  and  drowsy,  than  on  nights  when  they  had 
taken  only  placebo.1  In  a double-blind  crossover  study  of 


42  patients  in  private  practice,  approximately  three  times 
as  many  patients  reported  feeling  refreshed  and  alert  upon 
awakening  after  a night  on  Dalmane  (flurazepam/Roche) 
compared  to  placebo  nights.2  This  difference  was  highly 
significant  (p<0.001).  And  a retrospective  study  of  2542 
hospitalized  patients  who  received  Dalmane  revealed  only 
a 3.1%  incidence  of  side  effects.5 

While  residual  effects  from  Dalmane  therapy  are 
infrequent,  patients  should  be  cautioned  about  drinking 
alcohol,  driving  or  operating  hazardous  machinery  after 
ingesting  the  drug. 

Efficacy  and  safety  in  a broad 
range  of  patient  types. 

Over  2000  clinical  trials  involving  more  than 
10,000  patients  have  shown  that  Dalmane  patients  fall 
asleep  sooner,  sleep  longer  and  experience  fewer  nocturnal 
awakenings.4  The  safety  and  efficacy  of  Dalmane  have 
been  demonstrated  in  medical  and  surgical  hospitalized 
patients,  in  patients  seen  in  office  practice  and  in  elderly 
patients.5  8 Since  the  risk  of  oversedation,  dizziness,  confu- 
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Contemporary  Hypnotic  Therapy 


sion  and/or  ataxia  increases  with  larger  doses  in  the  elder- 
ly, it  is  recommended  that  the  dosage  be  limited  to  15  mg. 

Moreover,  the  efficacy  and  safety  of  Dalmane  for  the 
treatment  of  insomnia  have  been  demonstrated  in  thou- 
sands of  patients  with  a variety  of  primary  medical  condi- 
tions, including  cardiovascular,  neuropsychiatric,  endocrine- 
metabolic,  gastrointestinal,  genitourinary,  respiratory  and 
musculoskeletal  disorders.1  Dalmane  (flurazepam  HCl/Roche) 
is  contraindicated  in  pregnancy  and  in  patients  hypersensi- 
tive to  the  drug. 

Avoids  rebound  insomnia 
upon  discontinuation. 

Rebound  insomnia— a worsening  of  sleep  beyond 
pretherapy  levels  after  drug  discontinuation— has  been 
reported  as  a potential  clinical  problem  with  some  hypnot- 
ics.910  However,  this  problem  has  not  been  reported  with 
Dalmane.  In  eight  out  of  eight  sleep  laboratory  studies, 
there  were  no  reports  of  rebound  insomnia.11  When  you 
prescribe  Dalmane,  you  can  be  confident  of  efficacy  that 
enhances  therapeutic  progress.  Your  insomniac  patients  can 
be  assured  of  a restful  night,  night  after  night— a good  start 
for  a good  morning. 


References:  1.  Data  on  file,  Hoffmann- 
La  Roche  Inc.,  Nutley,  NJ.  2.  Zimmer- 
man AM:  Curr  Ther  Res  75:18-22,  jan 
1971.  3.  Greenblatt  D).  Allen  MD, 

Shader  RI:  Clin  Pharmacol  Ther 
21: 355-361,  Mar  1977.  4.  Data  on 
file,  Hoffmann-La  Roche  Inc. , Nutley, 

NJ.  5.  Meyer  JA.  Kurland  KZ:  Milil  Med 
ITS: 471-474.  Aus  1973  6.  Feffer  HL, 
Gibbons  B:  Med  Times  101  (8) .130- 
135,  Aug  1973.  7.  Jacobson  A el  al: 
Psychophysiology  7: 345,  Sep  1970. 

8.  Frost  JD  Jr.  DeLucchi  MR:  / Am  Geriatr 
Soc  2Z.-541-546,  Dec  1979.  9.  Kales 
A,  Scharf  MB,  Kales  JD:  Science 
201 -A 039-1041,  Sep  1978.  10.  Kales 
A el  al:  /AMA  241. 1692-1695,  Apr 
1979.  11.  Monti  JM:  Methods  Tind  Exp 
Clin  Pharmacol  3(5):303-326,  1981. 


for  efficacy  from  the  beginning 
to  the  end  of  therapy 

15-mg/30-mg  capsules 


Dalmane 


flurazepam  HCl/Roche 


stands  apart 


Please  see  following  page  for  summary  of  product  information. 


Dalmane 

flurazepam  HCI/Roche 

l5-mg/30-nig  capsules 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  habits; 
in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown 
effectiveness  for  at  least  28  consecutive  nights  of 
administration.  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended.  Repeated  therapy  should 
only  be  undertaken  with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HC1;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malforma- 
tions associated  with  benzodiazepine  use  during  the  first 
trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  pnor  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (eg. , operating  machinery,  driv- 
ing). Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  1 5 years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication  for 
a prolonged  penod  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  1 5 mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  GI 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  ol  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  prun- 
tus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients.  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 
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Her  name  is  Dana.  And, 
she  was  born  with  impaired 
hearing.  But  this  year,  thanks 
to  the  therapy  she  will  receive 
at  her  local  hearing  and  speech 
center,  she’ll  be  able  to  clearly 
hear  the  world  around  her  for 
the  first  time. 

If  you’re  from  her  home- 
town, your  gift  to  your  local 
United  Way  went  to  help  make 
this  possible.  And,  it  was  also 
used  to  help  thousands  of  oth- 
ers in  your  community  who 
need  help. 
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Way  works.  One  gift,  one  time 
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Clinicopathological  Conference 


Ten  Year  Old  Female  With  Dyspnea,  Fever 
And  Pulmonary  Infiltrates  After  Radiation 
And  Chemotherapy 

Randy  L.  Rogers,  M.D.* 

Discusser 

John  F.  Barlow,  M.D.** 

Editor 


Case  # 917-202 

This  10  year  old  Caucasian  female  was  admitted  to  Sioux  Valley 
Hospital  because  of  dyspnea,  fever  of  102°F.  and  chills  of  five 
days  duration. 

The  patient  had  a known  history  of  Ewing's  sarcoma  of  the 
ilium  with  probable  pulmonary  metastases.  She  had  been  treated 
elsewhere  by  combination  chemotherapy  including  vincristine, 
actinomycin  D,  cyclophosphamide,  and  adriamycin  as  well  as 
bilateral  pulmonary  radiation  of  1800  rads.  The  pulmonary  ra- 
diation had  been  completed  six  weeks  previously.  The  patient 
had  had  significant  pancytopenia  in  the  past  with  multiple  episodes 
of  sepsis,  but  these  had  cleared. 

PHYSICAL  EXAMINATION:  Temperature  100.4°F.,  pulse  60- 
80/min  and  regular,  respiratory  rate  60/min  and  rapid,  blood 
pressure  100  systolic  and  60  diastolic.  The  patient  was  a thin, 
white  female  in  some  respiratory  distress.  Examination  of  the 
head  and  neck  showed  no  palpable  adenopathy.  Examination  of 
the  lungs  revealed  bilateral  basilar  rales.  Cardiac  size  was  within 
normal  limits  and  there  were  no  murmurs  or  abnormal  sounds. 
Examination  of  the  abdomen  revealed  no  tenderness,  masses  or 
palpable  organs.  Neurologic  examination  of  the  extremities  was 
within  normal  limits. 

LABORATORY  DATA:  Urinalysis— yellow;  clear,  specific  grav- 
ity 1.016,  pH  7.0,  negative  for  protein,  glucose,  ketone  bodies, 
bile,  hemoglobin;  sediment  — negative.  Hemoglobin  11.0  gm/dl; 
hematocrit  36  vol/dl;  normal  red  cell  indices,  total  leukocy  te  count 
2100/mm3  with  58%  segmented  neutrophils,  24%  neutrophilic 
bands,  3%  eosinophils,  1%  basophils,  12%  lymphocytes,  2%  mon- 
ocytes. Platelet  count  326,000/mm3.  Arterial  blood  gases,  pH 
7.44,  PCO2  32  torr,  CO2  content  22  meq/L;  PO2  52  torr;  O2 
saturation  83%;  prothrombin  time  and  partial  thromboplastin 
time  within  normal  limits;  electrolytes  within  normal  limits;  12- 
panel  chemistry  was  within  normal  limits  except  for  a moderately 


* Resident  in  Family  and  Community  Medicine,  Sioux  Falls, 
SD. 

**Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux  Valley 
Hospital;  Professor  of  Pathology,  School  of  Medicine,  Uni- 
versity of  South  Dakota,  Sioux  Falls,  SD. 


elevated  lactic  dehydrogenase  (LDH).  Multiple  blood  cultures 
revealed  no  growth.  Sputum  cultures  on  multiple  occasions  revealed 
moderate  growth  of  haemophilus  influenzae.  Urine  culture  showed 
no  growth  in  48  hours.  A chest  film  showed  diffuse  patchy  bilateral 
alveolar  and  interstitial  infiltrate.  The  cardiac  size  was  felt  to  be 
within  normal  limits.  A diagnostic  procedure  was  performed. 

DR.  ROGERS:  May  I see  the  chest  film? 

DR.  BARLOW:  The  chest  films  over  the  course  of 
a month  in  the  hospital  show  a progressive  bilateral 
diffuse  pulmonary  infiltrate. 

DR.  ROGERS:  Patients  who  have  underlying  ma- 
lignancies and  have  received  immunosuppressive 
chemotherapy  and/or  radiation  may  present  with 
pulmonary  infiltrates  and  fever  secondary  to  the  ra- 
diation and/or  chemotherapy  in  addition  to  infec- 
tious diseases.  As  the  diagnostic  possibilities  are  so 
numerous  and  the  mortality  and  morbidity  in  these 
patients  so  high,  it  is  crucial  that  a rapid  and  accurate 
diagnosis  be  made. 

Many  of  these  patients  due  to  their  malignancy, 
surgical  and  antibiotic  prophylaxis,  chemotherapy, 
or  radiation  therapy  are  deprived  of  host  defense 
mechanisms  by  such  processes  as  malnutrition, 
splenectomy,  uremia,  mucocutaneous  ulceration  and 
necrosis,  leukopenia  (including  both  depressed  T 
lymphocyte  function  and  absolute  decrease  in  the 
number  of  fully  functioning  granulocytes).  Each  de- 
fect can  predispose  to  certain  infectious  agents.  Most 
striking  perhaps  is  the  overwhelming  pneumococcal 
sepsis  in  children  splenectomized  for  hematologic 
malignancy. 
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This  10  year  old  girl  had  four  important  defects 
including  malnutrition,  metastases,  a history  of 
pancytopenia,  and  a current  poor  white  cell  response 
to  probable  sepsis.  Patients  with  absolute  neutrophil 
counts  of  less  than  1000/mm3  are  at  an  increased 
risk  of  infection.  In  one  study  children  with  leukemia 
and  pneumonia  had  64%  positive  blood  cultures  if 
they  had  less  than  1000/mm3  neutrophils.  Those 
patients  with  less  than  1000/mm3  neutrophils  are 
at  a markedly  increased  risk  for  overwhelming  sep- 
sis, not  only  from  recognized  pathogens  but  op- 
portunistic organisms  from  the  patient’s  own 
gastrointestinal  and  upper  respiratory  flora.  The  drop 
in  neutrophils  is  the  single  most  important  factor 
predisposing  to  infection  in  malignancies. 

Tumor  itself  may  account  for  pulmonary  infil- 
trates and  although  this  child  had  probable  pul- 
monary metastases,  the  chest  film  was  not  consistent 
with  the  nodular  densities  usually  seen  with  me- 
tastases. In  addition,  her  illness  had  a subacute  onset, 
unlike  the  chronic  course  of  pulmonary  metastatic 
disease. 

The  effects  of  treatment  programs  on  host  defense 
remarkably  alter  the  patient’s  ability  to  cope  with 
infection.  Therapeutic  culprits  include  antibiotics, 
radiation  therapy,  corticosteroids  and  cytotoxic 
agents.  Antibiotics  select  resistant  organisms,  such 
as  enterobacteriaceae,  pseudomonads,  staphylococ- 
cus, and  various  fungal  organisms.  Radiation  ther- 
apy has  dose-related  effects  on  host  defenses,  causing 
pancytopenia,  mucocutaneous  surface  damage,  and 
visceral  damage.  This  patient  had  received  1800 
rads  to  both  lung  fields  for  probable  pulmonary  me- 
tastases completed  six  weeks  prior  to  this  illness. 
Certainly  parenchymal  damage  from  radiation  can, 
on  occasion,  explain  diffuse  interstitial  and  alveolar 
infiltrates  confined  to  radiation  portals.  This  radia- 
tion-induced pneumonitis  can  occur  up  to  six  weeks 
after  therapy  is  finished.  Glucocorticoids  decrease 
the  function  of  lymphocytes,  monocytes,  and  neu- 
trophils inviting  infection  by  a wide  variety  of  mi- 
croorganisms. The  effect  is  related  to  the  daily  dose 
and  duration  of  steroid  therapy.  Cytotoxic  agents 
have  similar  broad  immunosuppressive  effects;  and, 
in  addition,  mucocutaneous  surfaces  may  be  dam- 
aged and  drug-induced  pulmonary  interstitial  fibro- 
sis can  occur.  The  latter  may  be  indistinguishable 
from  interstitial  pneumonitis  of  infectious  and  other 
etiologies. 

While  accurate  diagnosis  is  important,  speed  is 
crucial  in  treatment.  Although  these  patients  have 
a higher  incidence  of  unusual  infectious  etiologies, 
still  the  most  common  cause  of  pneumonia  in  im- 
munosuppressed  patients  with  malignancy  is  bac- 
terial. These  patients  should  have  an  initial  physical 
examination,  chest  film,  multiple  blood  cultures, 


sputum  and  urine  cultures  (with  grain  stain),  and 
cytologic  smear  of  sputum  (to  demonstrate  virocytes, 
fungi,  or  neoplastic  cells).  A search  for  skin  or  mu- 
cous membrane  lesions  with  appropriate  aspirate, 
biopsy  and  cultural  techniques  is  indicated.  Lumbar 
puncture  is  also  indicated  in  patients  with  associated 
neurological  signs.  If  disseminated  fungal  disease  is 
a consideration,  urine  cultures  for  fungi  and  bone 
marrow  biopsy  with  cultures  within  24  hours  of 
admission  is  indicated.  In  addition,  one  must  keep 
in  mind  superinfection  on  top  of  a primary  infection 
or  a primary  infection  associated  with  a noninfec- 
tious  etiology  of  the  pulmonary  infiltrate. 

In  evaluating  the  techniques  available  for  diag- 
nosis, studies  have  shown  that  routine  serologic 
testing  in  these  patients  are  of  little  or  no  value  (eg. 
Cytomegalovirus,  Herpes  simplex  virus,  Influenza 
virus,  other  viruses,  mycoplasma,  Legionella  pneu- 
mophila, Pneumocystis  carinii,  aspergillus,  Candida, 
cryptococcus,  and  other  fungi).  The  chest  film  lacks 
specificty  but  can  be  a useful  tool.  It  should  be  noted, 
at  the  outset,  that  in  neutropenic  patients  there  may 
be  a scarcity  of  any  chest  film  findings  due  to  the 
inability  to  mount  an  inflammatory  response  even 
though  they  may  be  septic.  Lobar  consolidation  is 
characteristic  of  bacterial  pneumonias,  whereas  dif- 
fuse interstitial  infiltrates  are  usually  not  present 
with  bacterial  pneumonias,  but  are  with  viral  or 
pneumocystis  pneumonia,  leukoagglutinin  reaction, 
or  drug-induced  disease.  Fungal  diseases  display 
variable  roentgenologic  features  such  as  consoli- 
dation, cavities,  and  diffuse  interstitial  infiltrates. 
The  presence  of  cavities,  pleural  effusions,  medias- 
tinal lymphadenopathy,  or  well-circumscribed  nod- 
ules are  uncommon  in  pneumocystis  pneumonitis. 
Diffuse  reticulonodular  infiltrates  almost  excludes 
the  diagnosis  of  bacterial  pneumonia. 

The  history  can  be  revealing  also.  For  example, 
acute  onset  of  a few  hours  to  a day  would  suggest 
a conventional  bacterial  infection,  a leukoagglutinin 
reaction,  a pulmonary  embolus,  pulmonary  hem- 
orrhage, or  acute  pulmonary  edema.  A subacute  on- 
set over  a few  days  would  suggest  an  infection  by 
virus,  pneumocystis,  aspergillus,  or  nocardia.  A 
subacute  to  chronic  course  over  one  to  several  weeks 
suggests  fungal,  nocardia  or  tuberculous  infection, 
radiation-induced  pneumonitis,  tumor,  or  drug-in- 
duced pneumonitis. 

It  is  reasonable  to  begin  erythromycin  and  tri- 
methoprim-sulfamethoxazole to  treat  Legionnaire’s 
disease  and  pneumocystis  pneumonitis  pending 
laboratory  results  in  these  patients.  Empirical  broad 
spectrum  antibiotics  should  be  started  immediately, 
aimed  especially  at  the  gram  negative  bacilli  utilizing 
cephalothin,  carbenicilln  or  ticarcillin  and  one  of 
the  aminoglycosides-gentamicin,  tobramycin,  or 
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amikacin.  Appropriate  renal  function  tests,  and 
aminoglycoside  blood  levels  are  important  to  pre- 
vent nephrotoxicity. 

The  diagnostic  possibilities  in  patients  with  ma- 
lignancy, fever  and  a pulmonary  infiltrate  are  nu- 
merous, as  the  accompanying  table  shows  (Table  I). 


Table  I 

Diagnostic  Possibilities  in  the  Immunosuppressed 

Patient  Presenting  with  Fever  and  a Pulmonary 
Infiltrate 

I.  Infectious  Causes 

a.  Conventional  bacterial  infection  (enterobacteri- 
aceae.  Pseudomonas  Aeruginosa,  Staphylococcus 
aureus,  acinetobacter,  etc.) 

b.  Nocardia  asteroides 

c.  Mycobacteria  — tuberculosis,  nontuberculous  my- 
cobacteria 

d.  Viruses  (Cytomegalovirus,  Herpes  simplex,  aden- 
ovirus, influenza) 

e.  Parasites  — Pneumocystis  carinii.  Toxoplasma 
gondii 

II.  Noninfectious  Causes 

a.  Tumor 

b.  Radiation  pneumonitis 

c.  Drug-induced  pneumonitis  (bleomycin,  busulfan, 
methotrexate,  cyclophosphamide) 

d.  Leukagglutinin  reaction 

e.  Pulmonary  hemorrhage 

f.  Pulmonary  emboli 

g.  Congestive  heart  failure 

h.  Postlymphangiography  pulmonary  embolization 


This  child  presented  with  a five  day  history  of 
signs  which  would  make  unlikely  radiation,  tumor, 
drug-induced  pneumonitis  or  several  fungal  diseases. 
On  physical  examination  bilateral  basilar  rales  were 
noted  but  evidently  no  obvious  mucocutaneous  le- 
sions were  observed.  The  laboratory  data  and  phys- 
ical examination  indicated  no  other  site  of  infection. 
The  presence  of  an  absolute  neutrophil  count  of 
approximately  1700/mm3  does  not  help  to  narrow 
the  possibilities;  indeed,  it  only  expands  them.  Ar- 
terial blood  gases  showed  hypoxemia  but  did  not 
indicate  acute  respiratory  failure  early  in  the  course 
as  the  PC02  was  appropriate  for  the  pH,  reflecting 
a mild  compensated  respiratory  alkalosis. 

The  chest  film  showed  a normal  heart  size  making 
congestive  heart  failure  unlikely.  The  presence  of  a 
diffuse  patchy  alveolar  and  interstitial  infiltrate 
would  make  the  diagnosis  of  a bacterial  pneumonia 
less  likely  unless  a mixed  infection  or  superinfection 
was  present.  The  absence  of  cavities,  miliary  pattern 
and  focal  nodules  does  not  support  a fungal  infection 
as  a diagnosis  but  does  not  rule  it  out.  Tuberculosis 
is  an  uncommon  but  a lethal,  fulminant  pneumonia 
in  these  patients.  The  sudden  onset  is  not  charac- 
teristic of  tuberculosis  nor  of  most  fungal  diseases. 
With  no  growth  on  multiple  blood  and  urine  cultures 
and  only  moderate  growth  of  a possible  normal  in- 
habitant, H.  influenzae,  in  the  sputum,  the  possibility 


of  bacterial  infection  becomes  less  likely. 

A viral  pneumonia  such  as  Cytomegalovirus  or 
Herpes  simplex  virus  could  certainly  fit  this  pattern 
with  chest  film  features  being  nonspecific,  including 
patchy  bronchopneumonia,  alveolar  consolidation, 
or  diffuse  interstitial  infiltrates.  Again  serologic  tests 
are  not  helpful.  Cytologic  smear  of  sputum  showing 
intranuclear  inclusions,  if  present,  may  suggest  the 
diagnosis  but  may  also  be  associated  with  other  in- 
fectious agents.  Only  characteristic  intranuclear  in- 
clusions within  alveolar  cells  and/or  concomitant 
viral  isolation  by  culture  of  bronchial  washings  will 
establish  a definitive  viral  etiology.  This  may  require 
invasive  techniques.  Treatment  is  basically  sup- 
portive. 

Fungal  infections  could  fit  the  data.  Aspergillus, 
a classic  lung  invader,  characteristically  produces 
single  or  multiple  nodular  infiltrates  which  progress 
rapidly  and  may  cavitate.  However,  an  atypical 
presentation  can  be  diffuse  interstitial  infiltrate. 
Hemorrhagic  infarction  often  complicates  the  pic- 
ture. Positive  sputum,  urine,  blood  and  cerebro- 
spinal cultures  are  very  difficult  to  obtain,  even  in 
the  face  of  disseminated  disease.  Once  again,  in- 
vasive biopsy  techniques  are  needed  for  diagnosis 
when  hematoxylyn-eosin  or  methenamine-silver 
stain  of  tissue  would  show  branching  septate  hyphae. 
Amphotericin  B is  the  indicated  therapy.  Pulmonary 
phycomycosis  (mucormycosis,  zygomycosis)  re- 
sembles aspergillus  infection  in  chest  film  findings 
and  again  requires  biopsy  demonstrating  large,  non- 
septate  hyphae.  Treatment  again  is  amphotericin  B. 

Candidiasis  is  a rare  possibility.  Due  to  the  high 
colonization  rate  in  these  patients,  cultures  of  spu- 
tum are  unreliable.  This  diagnosis  is  certain  only 
when  proven  by  lung  biopsy,  demonstrating  the 
characteristic  mycelia  and  blastospores  in  the  tissue. 
Histoplasma  capsulatum,  although  rare,  in  these 
circumstances,  on  chest  film  may  show  diffuse  in- 
terstitial infiltrates  with  multiple  nodules.  Unlike 
the  other  fungi  this  organism  has  a high  yield  on 
cultures  of  blood  and  tissue.  Cryptococcus  can  man- 
ifest as  a diffuse  interstitial  infiltrate,  but  is  usually 
associated  with  central  nervous  system  involvement. 
Cultures  are  positive  in  10-30%  of  pulmonary  in- 
fections, but  the  highest  yield  is  from  cerebrospinal 
fluid.  Latex-agglutination  slide  test  for  the  antigen 
in  the  cerebrospinal  fluid  or  serum  may  provide  a 
rapid  diagnosis,  but  due  to  false  negative  results, 
invasive  techniques  are  often  needed  for  diagnosis. 
Treatment  is  amphotericin  B.  or  miconazole.  Most 
of  these  fungal  infections  (except  aspergillus),  run  a 
subacute  to  chronic  course  and  do  not  fit  the  patient’s 
history. 

Legionnaire’s  disease  is  a distinct  possibility.  Le- 
gionella pneumophilia  cannot  be  cultured  on  routine 
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media  since  it  is  a fastidious  gram-negative  bacillus. 
The  chest  film  shows  patchy  infiltrates  progressing 
to  bilateral  alveolar  or  interstitial  disease.  Open  lung 
biopsy  is  necessary  utilizing  cultures  and  Dieterle 
silver  stain,  or  direct  immunofluorescent  antibody 
stains  of  tissue  for  demonstration  of  the  organism. 
Parenteral  erythromycin  is  the  indicated  therapy. 

Nocardiosis  is  a pulmonary  infection  by  gram- 
positive, weakly  acid-fast  branching  bacilli.  Chest 
film  findings  are  variable  and  open  lung  biopsy  is 
often  required  for  diagnosis.  Sulfonamide  is  the  in- 
dicated effective  drug. 

A nondiagnostic  open  lung  biopsy  with  fibrosis 
or  nonspecific  interstitial  pneumonitis  may  occur. 
In  one  study  this  represented  19%  of  open  lung 
biopsies.  This  too  must  be  considered  as  a possi- 
bility. 

Pneumocystis  carimi  is  an  excellent  consideration 
as  the  onset  is  subacute,  over  a few  days,  and  usually 
produces  a diffuse,  bilateral,  symmetric  interstitial 
and  alveolar  pattern  in  a predominantly  perihilar 
distribution  on  chest  X-ray.  Pleural  effusions,  cav- 
itation and  lymphadenopathy  are  very  unusual. 
There  may  be  other  concomitant  opportunistic  in- 
fections especially  cytomegalovirus.  The  patient 
typically  has  a rapid  development  of  fever,  a hacking 
nonproductive  cough,  tachypnea  and  progressive 
nonproductive  cough,  tachypnea  and  progressive 
dyspnea  over  a few  days.  The  degree  of  hypoxemia 
and  infiltrate  correlate  well  with  the  rate  of  respi- 
ration. Arterial  blood  gases  are  excellent  monitors 
of  the  extent  of  the  pulmonary  involvement.  Pneu- 
mocystis, a protozoan,  cannot  be  cultured  and  is  an 
endemic  opportunist.  It  may  be  found  as  inactive 
cysts  in  some  normal  lungs.  Reactivation  of  these 
dormant  cysts  can  be  caused  by  corticosteroid  or 
cyclophosphamide  therapy.  Malnutrition  can  also 
lead  to  active  disease.  Therapy  has  been  enhanced 
by  the  advent  of  parenteral  trimethoprim-sulfa- 
methoxazole. Pentamidine  used  to  be  the  mainstay 
of  treatment. 

Still  there  is  little  to  clinically  distinguish  pneu- 
mocystis  from  several  other  etiologies,  especially 
viral  infections  such  as  cytomegalovirus,  which  may 
also  accompany  pneumocystis  as  a cause  of  pneu- 
monia. The  diagnosis  is  made  in  less  than  5%  of 
cases  on  Giemsa  or  silver  stain  of  sputum.  Trans- 
tracheal aspirate  with  staining  yields  approximately 
15%  postivity.  As  with  the  other  diseases,  an  open 
lung  biopsy  has  the  highest  yield  (greater  than  90% 
in  pneumocystis,  and  81%  for  all  other  infections). 
Transthoracic  percutaneous  needle  biopsy  has  an 
87%  success  rate  in  pneumocystis  (20%  in  other 
infections).  Transbronchial  biopsy  via  fiberoptic 
bronchoscopy  has  a 70-90%  yield  in  pneumocystis 
and  30-50%  in  other  infections.  Whether  or  not  a 


transbronchial  biopsy  should  precede  an  open  lung 
biopsy  is  a matter  of  controversy.  An  open  lung 
biopsy  would  have  been  indicated  in  this  case  and 
was  probably  the  diagnostic  procedure  performed. 

In  managing  these  patients,  all  immunosuppres- 
sive therapy  should  be  decreased  or  discontinued. 
Empiric  antibiotic  therapy  should  be  initiated  after 
appropriate  cultures  are  obtained.  In  patients  where 
response  to  therapy  is  slow,  transbronchial  biopsy 
or  open  lung  biopsy  is  indicated.  In  patients  with 
atypical  chest  film  findings,  transbronchial  biopsy 
should  be  done  within  24  hours  of  admission.  If 
this  is  nondiagnostic,  open  lung  biopsy  within  the 
next  48-96  hours  is  mandatory. 

The  problem  with  these  patients  is  well  sum- 
marized by  Jaffe,  et  al. 

“As  many  authors  have  pointed  out,  once 
bacterial  pneumonia  has  been  excluded  by  ex- 
amination of  a representative  specimen  of  tra- 
cheal secretions,  the  etiology  of  acute  pulmonary 
disease  in  immunocompromised  patients  can- 
not be  reliably  determined  on  clinical  or  radio- 
logic  grounds,  and  examination  of  lung  tissue 
obtained  by  transbronchial,  percutaneous 
needle,  or  open  biopsy  remains  the  most  im- 
portant procedure  for  rapid  and  accurate  iden- 
tification of  treatable  disease,  especially 
infection.” 

Dr.  Roger’s  Diagnosis 
(in  order  of  probability) 

1)  Pneumocystis  carinii  pneumonitis 

2)  Nonspecific  interstitial  pneumonitis 

3)  Viral  pneumonia 

4)  Legionnaire's  pneumonitis 

DR.  BARLOW:  The  patient  had  two  open  lung 
biopsies,  the  first,  one  day  after  admission.  This 
biopsy  showed  extensive  interstitial  infiltrate  of 
mononuclear  cells  with  the  proliferation  of  some 
atypical  lining  cells  (Fig.  1).  There  was  also  focal 
hemorrhage.  In  this  biopsy  organisms  typical  of 
pneumocystis  carinii  demonstrated  by  the  Grocott 
methenamine  silver  stain  were  seen  (Fig.  2).  These 
organisms  are  best  recovered  by  open  lung  biopsy 
but  can  also  be  found  in  needle  aspirates  of  lung  or 
transbroncial  biopsy.  It  was  felt  that  the  patient  had 
an  interstitial  pneumonitis  which  was  partly  due  to 
this  organism  but  also  partially  due  to  a combination 
of  cytotoxic  chemotherapy  and  radiation.  The  pa- 
tient was  treated  for  pneumocystis  carinii  with  sul- 
famethoxazole and  trimethorprim  as  well  as 
cefamandole  and  tobramycin.  The  patient  developed 
progressive  pulmonary  infiltrates  and  had  to  be  in- 
tubated because  of  hypoxemia.  Two  weeks  after  ad- 
mission, the  P02  was  60  torr  in  spite  of  an  Fi  02 
of  55%.  The  patient  had  an  unstable  status  and  re- 
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and  obliteration  of  the  lung  architecture  (Fig.  3). 
The  patient  died  of  respiratory  failure  35  days  after 
admission.  The  pulmonary  fibrosis  was  felt  to  be 
due  to  a combination  of  chemotherapy,  radiation, 
superimposed  oxygen  toxicity  and  infection  by 
pneumocystitis  carinii. 


Figure  1 

Diffuse  pulmonary  mononuclear  infiltrate  with  atypical  lining 
cells  probably  secondary  to  radiation  or  antineoplastic  chemo- 
therapy (first  biopsy)  H and  E 400X. 


ft 


Figure  2 

Pneumocystis  carinii  organisms  demonstrated  by  Grocott  Me- 
thenamine  silver  stain  on  first  biopsy  1000X. 


quired  hyperalimentation.  There  was  progressive 
fatigue  but  the  patient  did  remain  afebrile  in  spite 
of  an  increasingly  abnormal  chest  x-ray  picture.  The 
patient  became  more  hypoxemic  in  spite  of  an  in- 
creasing percentage  of  Fi  02.  A repeat  biopsy  done 
approximately  one  month  after  the  first  biopsy 
showed  a much  worse  picture  with  extensive  fibrosis 


Figure  3 

Diffuse  pulmonary  fibrosis  on  second  biopsy  H and  E 400X. 


FINAL  ANATOMIC  DIAGNOSIS 

PROGRESSIVE  PULMONARY  FIBROSIS 
SECONDARY  TO  INFECTIONS  AND 
THERAPEUTIC  MEASURES  IN  THE 
TREATMENT  OF  EWING’S  SARCOMA 

Pneumocystis  carinii  (PC)  was  first  discovered  in 
1909  by  Chagas  in  Brazil.  The  first  case  of  infant 
pneumonia  occurred  during  World  War  II  in  Europe. 
Due  to  the  common  occurrence  of  malnutrition  in 
neonates  during  this  time  in  Europe,  pneumonia 
due  to  PC  was  common.  It  was  not  until  1953  that 
pneumonia  due  to  PC  occurred  in  an  infant  in  the 
United  States. 

PC  is  a unicellular  unclassified  organism,  probably 
a sporozoan.  The  cyst  is  typically  4 to  6 micra  in 
diameter  with  2 to  8 intracystic  sporozoites  1.5  to 
2 micra  in  diameter.  These  intracystic  structures 
may  also  exist  as  free  trophozoites  in  tissue.  The 
wrinkled  cystic  structures  are  best  shown  by  the 
Grocott  methenamine  silver  stain  but  can  be  con- 
fused with  various  fungal  structures,  including  his- 
toplasma  capsulatum,  Candida,  cryptococcus  and 
torulopsis.  Other  stains  can  be  used  to  demonstrate 
PC  but  they  are  less  reliable. 

The  abrupt  or  insidious  onset  of  bilateral  patchy 
pulmonary  infiltrates  which  may  progress  to  res- 
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piratory  insufficiency  and  death  is  by  far  the  most 
common  manifestation  of  infection  by  PC.  As  men- 
tioned above,  it  was  first  described  in  premature  or 
malnourished  infants  and  later  in  infants  with  hy- 
pogammaglobulinemia. Subsequently,  it  has  been 
found  in  both  immunosuppressed  adults  and  infants 
such  as  patients  who  have  lymphoma,  leukemia, 
collagen  vascular  disease,  or  steroid  therapy  or  who 
have  been  recipients  of  organ  transplantation.  Re- 
cently, the  pneumonia  has  been  described  in  male 
homosexuals,  probably  secondary  to  immuno- 
suppression from  cytomegalovirus  infection  which 
is  a common  accompaniment  of  pneumocystis  car- 
inii  in  the  lung.  The  organism  is  probably  spread 
by  the  respiratory  route  and  serologic  testing  has 
demonstrated  a positive  test  in  25%  of  healthy  chil- 
dren by  one  year  of  age  and  in  75%  by  4 years  of 
age.  This  suggests  that  asymptomatic  infection  is 
quite  frequent.  The  organism  can  be  cultivated  on 
tissue  culture  and  attaches  to  cells  by  filopodia.  The 
organisms  attach  to  macrophages  but  are  not  phag- 
ocytized  without  accompanying  specific  antibody. 
This  would  explain  the  predisposition  of  PC  infec- 
tion in  children  with  congenital  or  acquired  im- 
munodeficiency. 

The  best  means  of  diagnosis  is  by  open  lung  bi- 
opsy, transbronchial  biopsy,  or  needle  aspirate  of 
lung  with  subsequent  methenamine  silver  staining. 
Bronchial  washings,  bronchial  brushings,  expecto- 
rated sputum  or  transtracheal  aspirated  material  has 
not  been  found  to  be  helpful  in  most  cases.  Hopeful 
future  diagnostic  tests  include  an  indirect  fluorescent 
antibody  test  for  serum  antibodies  or  the  use  of 
counterimmunoelectrophoresis  for  the  antigen  in  the 
serum.  The  latter  may  be  particularly  helpful  in  im- 
munosuppressed patients. 

The  pathology  is  a typical  interstitial  plasma  cell 
pneumonitis  with  an  intra-alveolar  foamy  exudate 
in  which  many  of  the  cysts  are  located.  Unfortu- 
nately, as  in  this  case,  this  typical  picture  may  not 
occur.  Interstitial  fibrosis,  granulomas  with  giant 
cells  and  calcification  or  the  absence  of  much  in- 
flammation at  all  may  be  associated  with  the  dem- 
onstration of  this  organism  in  the  tissue. 

The  treatment  of  the  disease  is  usually  tremeth- 
oprim  and  sulfamethoxazole  which  can  now  be  given 
either  orally  or  intravenously.  A second  drug  which 
may  be  used  in  pentamidine  isethionate.  These  pa- 
tients should  be  placed  in  respiratory  isolation  as 
the  organism  is  probably  transmitted  by  the  res- 
piratory route. 

I would  like  to  make  a few  comments  about  the 
role  of  radiation  and  chemotherapy  in  this  patient's 
lung  picture.  Radiation  has  been  known  to  produce 
pulmonary  disease,  probably  due  to  the  formation 
of  free  radicals.  There  is  probably  primary  capillary 


endothelial  damage.  The  degree  and  extent  of  lung 
damage  are  determined  by  the  total  dose,  fractional 
dose,  and  volume  of  lung  exposed.  Concomitant 
cytotoxic  chemotherapy  or  the  absence  of  steroid 
therapy  during  radiation  enhance  radiation  damage 
to  the  lung.  The  acute  radiation  reaction  usually 
occurs  in  from  6 to  12  weeks  and  clinically  is  man- 
ifested by  fever,  cough,  chest  pain,  dyspnea,  and 
pulmonary  infiltrate.  There  is  a nonspecific  pul- 
monary pathology  with  hyaline  membranes  and  in- 
terstitial infiltration.  A later  phase  which  occurs  at 
6 to  12  months  can  give  rise  to  pulmonary  fibrosis 
with  a restrictive  pattern  of  pulmonary  function, 
decreased  compliance,  hypoxemia,  and  hypocarbia. 

We  have  to  suggest  that  the  chemotherapy  in  this 
case  also  had  a part  to  play  in  the  lung  damage. 
Multiple  drugs  can  cause  this  picture.  The  pathology 
is  nonspecific  and  similar  to  radiation  pneumonitis 
but  the  mechanism  of  pulmonary  damage  from  these 
agents  is  unknown.  The  best  known  drugs  which 
can  produce  pulmonary  damage  with  or  without 
accompanying  radiation  include  busulfan  which  has 
been  used  in  the  treatment  of  chronic  myelogenous 
leukemia.  However,  other  drugs  such  as  cyclo- 
phosphamide, chlorambucil,  and  melphalan  have 
also  produced  damage.  The  nitrosoureas  have  also 
been  implicated.  Bleomycin  is  a particularly  com- 
mon cause  of  either  diffuse  pulmonary  damage  or 
a pattern  simulating  metastatic  nodules.  Mitomycin 
has  produced  an  effect  similar  to  busulfan.  Lung 
damage  has  been  less  frequently  associated  with 
methotrexate,  mercaptopurine,  cytosine  arabinoside, 
azathioprine,  procarbazine,  and  zinostatin.  A fairly 
recent  review  of  the  pulmonary  toxicity  of  the  an- 
tineoplastic drugs  may  be  found  in  the  JAMA  in  an 
article  by  Batist  and  Andrews  in  September,  1981. 12 

The  patient  receiving  radiation  or  antineoplastic 
therapy  producing  immunosuppression  may  develop 
pulmonary  infiltrates  from  a variety  of  fungal,  bac- 
terial, viral  infections  in  addition  to  PC.  The  role 
of  the  radiation  and  chemotherapeutic  agents  in  also 
producing  pulmonary  infiltrates  has  been  described 
above.  Therefore,  the  differential  diagnosis  on  an 
abnormal  chest  film  in  these  patients  is  broad. 

In  closing,  I would  like  to  suggest  that  before  at- 
tempting an  open  lung  biopsy  for  any  unknown  pul- 
monary process  that  the  laboratory  be  consulted  so 
that  proper  handling  of  the  specimen  be  accom- 
plished. This  would  include  specific  cultures  and 
special  stains  for  myobacteria,  fungus  organisms, 
facultative  and  strict  anaerobic  organisms,  as  well 
as  imprints  and  cultures  for  organisms  such  as  Le- 
gionella pneumophilia  and  viruses.  Special  studies 
for  electron  microscopy  and  immunofluorescence 
may  also  be  necessary  depending  on  the  case.  What 
is  more,  prompt  handling  and  fixation  of  the  tissue 
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is  necessary  in  order  to  obtain  the  most  information 
from  the  lung  tissue  obtained. 

*DR.  JOHN  S.  LIGGETT:  What  chemotherapy  was 
the  patient  getting  at  the  time  of  admission? 

**DR.  L.  G.  THATCHER:  The  patient  had  com- 
pleted a course  of  chemotherapy  5-6  weeks  prior  to 
admission.  Because  of  various  family  problems,  the 
patient  had  been  moved  to  several  different  homes. 
She  had  had  three  bouts  of  serious  sepsis  secondary 
to  pancytopenia  and  had  considerable  weight  loss. 
She  was  started  on  oral  sulfamethoxazole  and  tri- 
methoprim even  before  biopsy.  At  this  time  she  was 
febrile.  She  was  later  switched  to  an  intravenous 
preparation  of  the  same  drug  and  seemed  to  do  well. 
After  the  first  lung  biopsy,  the  patient  improved 
quite  noticeably.  She  then  plateaued  and  became 
increasingly  hypoxic.  However,  she  was  always 
nonfebrile.  Although  we  appreciated  that  a second 
lung  biopsy  might  not  yield  significant  information, 
we  felt  it  was  worth  a try. 

I would  like  to  re-emphasize  that  there  are  no 
diagnostic  characteristics  of  the  pulmonary  infiltrates 
in  immunosuppressed  patients  or  absolute  values 
for  laboratory  testing  in  arriving  at  a specific  di- 
agnosis. The  white  blood  count  may  be  low  with  a 
bacterial  pneumonia  and  high  with  a viral  pneu- 
monia. There  is  no  characteristic  X-ray  pattern  for 
bacterial,  viral  or  PC  pneumonia.  What  is  more, 
tumor  spread  may  be  diffuse  and  mimic  an  infection. 

This  patient  nicely  points  out  the  modem  di- 
lemma of  pediatric  oncology.  Although  we  have 
made  great  strides,  there  has  been  a tendency  to  use 
aggressive  therapy  for  advanced  or  recurrent  disease. 
This  frequently  leads  to  severe  patient  discomfort, 
tissue  damage,  and  death  as  in  this  case.  I think  we 
are  re-evaluating  this  situation  and  will  have  to 
reassess  how  to  handle  some  of  these  patients.  I 
would  also  like  to  ask  what  role  oxygen  plays  in  this 
disease. 

***DR.  RODNEY  PARRY:  I think  oxygen  defi- 
nitely plays  a role  in  producing  pulmonary  damage 
in  these  patients.  I would  also  like  to  add  not  only 
the  antineoplastic  drugs  but  a number  of  other  com- 
mon drugs  given  to  patients  can  lead  to  acute  or 
chronic  pulmonary  damage. 


* Pediatric  Pulmonologist,  Sioux  Valley  Hospital,  Sioux  Falls, 
SD. 

**  Professor  and  Chairman  of  Pediatrics,  School  of  Medicine, 
University  of  South  Dakota;  Pediatric  Oncologist  and  Hema- 
tologist, Sioux  Valley  Hospital,  Sioux  Falls,  SD. 

***Pulmonologist,  Sioux  Valley  Hospital,  Associate  Professor  of 
Medicine,  School  of  Medicine,  University  of  South  Dakota, 
Sioux  Falls,  SD. 
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This  Is  Your  Medical  Association 


Brad  B.  Randall,  M.D.  has  joined  the  staff  of  the 
Laboratory  of  Clinical  Medicine,  in  Sioux  Falls.  He 
is  a Diplomate  of  the  American  Board  of  Pathology 
and  a certified  forensic,  anatomic,  and  clinical  pa- 
thologist. Prior  to  joining  the  LCM  staff.  Dr.  Randall 
served  on  the  faculty  of  the  University  of  Iowa. 
Currently,  he  is  clinical  associate  professor  at  the 
University  of  South  Dakota  School  of  Medicine. 

* * * * 

Lla  Lushbough,  the  1981-82  South  Dakota  State 
Auxiliary  president,  has  been  named  North  Central 
Regional  AMA-ERF  chairman  for  the  American 
Medical  Association  Auxiliary. 

* * * * 

Dr.  Manual  S.  Ramos,  from  Winner,  has  moved  to 
Platte.  Dr.  Ramos  was  born  and  received  his  medical 
degree  in  the  Philippines.  He  has  been  in  the  United 
States  since  1972.  He  spent  three  years  in  Seattle, 
WA  with  the  city  health  department,  three  years  at 
the  Redheld  State  Hospital  in  Redfield;  and  in  1978 
he  did  a rotating  internship  and  residency  in  New 
Jersey.  Most  recently  he  was  practicing  in  Winner 
before  moving  to  Platte.  Dr.  Ramos  and  his  wife 
have  three  children. 

* * * * 

Yeshwant  G.  Phadke,  M.D.,  of  Chamberlain;  Karl 
H,  Kosse,  M.D.,  of  Aberdeen,  Vichit  Vanaduro- 
ngvan,  M.D.,  of  Lake  Preston  have  been  officially 
welcomed  as  a Fellow  of  the  International  College 
of  Surgeons  during  the  annual  meeting  of  the  United 
States  Section  of  the  International  College  of  Sur- 
geons in  Coronado,  Calif. 

* * * * 

Drs.  Frank  Foss,  Beth  Johnson  and  Jeff  Rissman 

were  recently  notified  by  the  American  Board  of 
Pathology  that  they  have  met  all  the  requirements 
and  successfully  passed  the  board  exams  in  anatomic 
and  clinical  pathology. 

* * * * 

Sioux  Falls  physician,  Dr.  Richard  Schultz  has  re- 
cently been  informed  by  the  American  Board  of 
Pathology  that  he  has  met  all  the  requirements  and 
passed  the  subspecialty  board  exam  in  dermato- 
pathology. 


Dr.  James  Lukach,  an  internist  in  Aberdeen,  has 
been  notified  by  the  American  Board  of  Internal 
Medicine  that  he  passed  his  national  certifying  ex- 
amination and  is  now  a board  certified  specialist 
and  a diplomate  in  internal  medicine. 

* * * * 

Dr.  Robert  and  Bertie  Van  Demark  were  honorary 
chairpersons  at  the  Teddy  Bear  Picnic,  a fund  raiser 
sponsored  by  Friends  of  the  Inn,  a support  group 
for  the  Children's  Inn,  Sioux  Falls. 

* * * * 

After  completing  a two-year  fellowship  in  car- 
diology at  the  University  of  Kentucky  Medical  Cen- 
ter, Dr.  Michael  McVay  has  rejoined  the  staff  of 
Yankton  Clinic,  in  Yankton.  Dr.  McVay  is  a native 
of  Yankton.  He  received  his  M.D.  degree  at  Tufts 
University  in  Boston.  He  did  his  residency  in  in- 
ternal medicine  from  1972-1975  at  the  University 
of  Kentucky  Medical  Center  and  then  spent  two 
years  working  with  the  Indian  Health  Service  on 
the  Navajo  Reservation  at  Gallup,  NM.  The  McVays 
have  two  children. 

* * * * 

Charles  F.  Bowles,  LCM  Executive  Director,  Sioux 
Falls,  was  elected  to  the  rank  of  Fellow  by  the  Amer- 
ican College  of  Medical  Group  Administration  dur- 
ing their  annual  meeting. 

* * * * 

Drs.  Joseph  Hamm,  Sturgis  and  David  Yecha,  Get- 
tysburg, have  completed  continuing  education  re- 
quirements to  retain  active  membership  in  the 
American  Academy  of  Family  Physicians. 

YOUR  CONTRIBUTION 
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SOUTH  DAKOTA 
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■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 


■ Patient  starter/ conversion  kits  available 
for  easy  titration  of  initial  dosage 


■ Patient  compliance  pamphlets  available 


■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 


Write  “DA.  W.,  ” “No  Sub , ” or  “Medically  Necessary,  ” 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


INSOMNIA 

Others  to  look  for: 

agitation 
anorexia 
feelings  of  guilt 
and  worthlessness 
fatigue 
palpitations 
headache 
vague  aches 
and  pains 
sadness 
psychic  and 
somatic  anxiety 


Artist's  conception. 

looking  out  from  the  human  eye 

os  conceived  in  o schematic  model 


LIMBITROL  GIVEN 
H.S.:ONEOFTHE 
VITAL  SPECIFICS 
OF  TREATMENT 

Limbitrol  brings  a special — and  specific — quality  of 
relief  to  most  anxious  depressed  patients.  Insomnia, 
for  example,  responds  with  particular  promptness. 

Other  symptoms  likely  to  respond  within  the  first  week 
of  treatment  include  anorexia,  agitation  and  psychic 
and  somatic  anxiety.  And,  as  the  depression  and 
anxiety  are  alleviated,  in  many  cases  so  are  such 
related  somatic  symptoms  as  headache,  palpitations, 
and  various  vague  aches  and  pains. 

Limbitrol  given  once  daily  h.s. 
may  be  the  best  approach 

Many  patients  respond  readily  to  a single  bedtime 
dose  of  Limbitrol,  a convenient  schedule  that  may 
enhance  compliance  and  helps  relieve  the  insomnia 
associated  with  anxious  depression.  Limbitrol  also 
otters  a choice  of  other  regimens:  t.i.d.,  or  a divided 
dose  with  the  larger  portion  h.s.  In  all  cases,  caution 
patients  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring 
complete  mental  alertness,  such  as  driving  or  oper- 
ating machinery. 

in  moderate  depression  and  anxiety 

Limbitrol® 

Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


Specific  therapy  with  h.s.  dosage  convenience 


Please  see  summary  of  complete  product  information  on  following  page. 


LIMBITROL R TABLETS  Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate 
to  severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressants  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  of  MAO  inhibitors  since  hyperpyretic 
crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use; 
then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is 
achieved.  Contraindicated  during  acute  recovery  phase  following  myocardial 
infarction. 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or 
angle-closure  glaucoma  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  anticholinergic-type  drugs  Closely  supervise 
cardiovascular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high 
doses.  Myocardial  infarction  and  stroke  reported  with  use  of  this  class  of 
drugs.)  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 
Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been 
reported  rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symptoms 
following  discontinuation  of  either  component  alone  have  been  reported 
(nausea,  headache  and  malaise  tor  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide). 
Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renal  or  hepatic  function  Because  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these 
patients.  Periodic  liver  function  tests  and  blood  counts  are  recommended 
during  prolonged  treatment.  Amitriptyline  component  may  block  action  of 
guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated:  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precautions  about  pregnancy 
Limbitrol  should  not  be  taken  during  the  nursing  period.  Not  recommended 
in  children  under  12  In  the  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either 
component  alone:  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor,  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  have  been  observed 
rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs: 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke 
Psychiatric:  Euphoria,  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomama  and  increased  or  decreased  libido 
Neurologic:  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic:  Disturbance  ot  accommodation,  paralytic  ileus,  urinary 
retention,  dilatation  of  urinary  tract 

Allergic:  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue, 
pruritus. 

Hematologic:  Bone  marrow  depression  including  agranulocytosis, 
eosinophilia,  purpura,  thrombocytopenia. 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis, 
peculiar  taste,  diarrhea,  biack  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast 
enlargement,  galactorrhea  and  minor  menstrual  irregularities  in  the  female 
and  elevation  and  lowering  of  blood  sugar  levels. 

Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary 
frequency,  mydriasis,  jaundice,  alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an 
overdose  Treatment  is  symptomatic  and  supportive.  I V.  administration  of  1 to 
3 mg  physostigmine  salicylate  has  been  reported  to  reverse  the  symptoms  of 
amitriptyline  poisoning  See  complete  product  information  for  manifestation 
and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtained 
Larger  portion  of  daily  dose  may  be  taken  at  bedtime  Single  h.s  dose  may 
suffice  for  some  patients.  Lower  dosages  are  recommended  for  the  elderly 
Limbitrol  10-25,  initial  dosage  ot  three  to  four  tablets  daily  in  divided  doses, 
increased  to  six  tablets  or  decreased  to  two  tablets  daily  as  required. 

Limbitrol  5-12.5,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses;  for 
patients  who  do  not  tolerate  higher  doses. 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlor- 
diazepoxide and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue, 
film-coated  tablets,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg 
amitriptyline  (as  the  hydrochloride  salt) — bottles  ot  100  and  500;  Tel-E-Dose" 
packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50 
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The  Advertising  Council  is  the  biggest 
advertiser  in  the  world.  Last  year,  with 
the  cooperation  of  all  media,  the  Coun- 
cil placed  almost  six  hundred  million 
dollars  of  public  service  advertising. 
Yet  its  total  operating  expense  budget 
was  only  $1,147,000  which  makes  its 
advertising  programs  one  of  America's 
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outlay  the  Council  is  generating  over 
$600  of  advertising. 
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President's  Page 


Public  perception  of  hospital  and  physician  costs 
merits  your  interest.  Patients  seem  more  vocal  about 
preferring  that  procedures  be  done  in  hospitals,  be- 
cause that  way  their  insurance  will  cover  the  cost. 
Insurance  company  and  policy  rules  are  such  that 
patients  must  be  hospitalized  to  collect  benefits. 
Hospitals  are  eager  to  preserve  this  patient  load. 
Insurance  rates  rise  to  cover  the  extra  cost,  and  then 
everyone  blames  the  physician. 

We  have  same-day-surgery,  which  could  be  called 
outpatient  surgery.  Why  aren’t  outpatient  diagnostic 


work-ups  paid  for  by  insurance?  I don’t  understand. 

An  astute  political  leader  recently  commented  that 
after  the  voters  are  successful  in  reducing  govern- 
ment spending,  they  would  turn  their  attention  to 
hospital  and  physician  costs  with  a vengeance.  He 
is  a successful  politician  and  is  correct  most  of  the 
time  about  the  mood  of  the  voters. 


I think  we  must  pay  attention  to  these  matters. 
They  are  too  serious  to  be  allowed  to  continue  with- 
out our  active  participation. 


Durward  M.  Lang,  M.D.,  President 
South  Dakota  State  Medical  Association 
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They  work  so 

well  together. 


was  a triumph  ot  imagination  and— 
teamwork.  Two  men  learned  to 
operate  in  space,  to  rendezvous,  to 
dock,  and  to  work  outside  their 
spacecraft  in  the  hard  vacuum  of 
outer  space.  Not  only  did  they  coor- 
dinate their  efforts  with  ground 
backup,  they  also  complemented 
each  other's  activities  within  the 
close  confines  of  the  space  capsule. 
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ANUSOL-HC<S)  Suppositories/ 
ANUSOL-HC"'  Cream 

Before  prescribing,  please  see  full  prescribing  information 
A Brief  Summary  follows: 
Indications  and  Usage:  Anusol-HC  Suppositories  and 
Anusol-HC  Cream  are  adjunctive  therapy  for  the 
symptomatic  relief  of  pain,  itching  and  discomfort  in 
external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis,  and  fissures,  incomplete  fistulas,  pruritus  ani  and 
relief  of  local  pain  and  discomfort  following  anorectal 
surgery. 

Anusol-HC  is  especially  indicated  when  inflammation  is 
present.  After  acute  symptoms  subside,  most  patients  can 
be  maintained  on  regular  Anusol"  Suppositories  or 
Ointment. 
CONTRAINDICATIONS 
Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the 
preparations. 
WARNINGS 

The  safe  use  of  topical  steroids  during  pregnancy  has  not 
been  fully  established. Therefore,  during  pregnancy,  they 
should  not  be  used  unnecessarily  on  extensive  areas,  in 
large  amounts  or  for  prolonged  periods  of  time. 

PRECAUTIONS 

General 

Symptomatic  relief  should  not  delay  definitive  diagnoses  or 

treatment. 

Prolonged  or  excessive  use  of  corticosteroids  might 
produce  systemic  effects. 


Anusol-HC * 

Suppositories/ Cream 
with  Hydrocortisone  Acetate 
The  # 7 physician-prescribed  product  for  hemor- 
rhoids and  other  common  anorectal  disorders ** 


□ Antiinflammatory,  to  relieve  edema,  burning, 
itching,  pain 

□ Astringent,  to  help  promote  healing 

□ Emollient,  for  easier  bowel  movements  and 
soothing  relief  of  local  trauma 

And,  when  pain  is  a special  problem,  Anusol 
Ointment  offers  the  benefits  of  the  anesthetic, 
pramoxine  HCI. 


...another  well-known  pair  that 
works  so  well  together!  Ninety- 
five  percent  of  colon /rectal 
surgeons  surveyed*  added 
Tucks  pads  concomi- 
tantly to  hemorrhoidal 
treatment  programs 
they  recommended. 


TUCKS w 

Pre-Moistened  Hemorrhoidal / Vaginal  Pads 
The  # 7 hemorrhoidal  padf  for  added  external  relief 
and  gentle  cleansing  of  fecal  residue 
□ Soothes,  cools,  comforts  the  irritation  and  itch  of 
hemorrhoids  and  other  common  anorectal  dis- 
orders 


If  irritation  develops,  Anusol-HC  Suppositories  and  Anusol- 
HC  Cream  should  be  discontinued  and  appropriate  therapy 

instituted. 

In  the  presence  of  an  infection  the  use  of  an  appropriate 
antifungal  or  antibacterial  agent  should  be  instituted.  If  a 
favorable  response  does  not  occur  promptly,  the 
corticosteroid  should  be  discontinued  until  the  infection  has 
been  adequately  controlled 
Anusol-HC  is  not  for  ophthalmic  use. 

Pregnancy 
See  "WARNINGS" 
Pediatric  Use 


□ Hygienic  rectal  wipe— an  integral  part  of  the 
anorectal  regimen 

Once  pain  and  inflammation  subside,  for  dual 
action  recommend  regular  ANUSOL!*— to  maintain 
patient  comfort  —and  TUCKS*— to  maintain  patient 
anorectal  hygiene. 

PARKE-DAVIS 

Warner-Lambert  Company 
Morris  Plains,  NJ  07950 


s Meeting  of  Am  Soc  Colon  / Rectal  Surgeons,  May  1980. 

” Based  on  total  prescriptions  filled  for  hemorrhoidal  preparations  during  the 
first  three  quarters  of  1981  The  National  Prescription  Audit,  IMS  America  Ltd 
Sept  1981. 

♦ 7987  data  from  leading  marketing  research  organization. 
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Care  should  be  taken  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  and  infants. 

DOSAGE  AND  ADMINISTRATION 
Anusol-HC  Suppositories— Adults:  Remove  foil  wrapper  and 
insert  suppository  into  the  anus.  Insert  one  suppository  in 
the  morning  and  one  at  bedtime  for  3 to  6 days  or  until 
inflammation  subsides.Then  maintain  comfort  with  regular 
Anusol  Suppositories. 
Anusol-HC  Cream-Adults:  After  gentle  bathing  and  drying 
of  the  anal  area,  remove  tube  cap  and  apply  to  the  exterior 
surface  and  gently  rub  in.  For  internal  use,  attach  the 
plastic  applicator  and  insert  into  the  anus  by  applying 
gentle  continuous  pressure.  Then  squeeze  the  tube  to 
deliver  medication.  Cream  should  be  applied  3 or  4 times  a 
day  for  3 to  6 days  until  inflammation  subsides.  Then 
maintain  comfort  with  regular  Anusol  Ointment, 
NOTE:  If  staining  from  either  of  the  above  products  occurs, 
the  stain  may  be  removed  from  fabric  by  hand  or  machine 
washing  with  household  detergent. 
Store  between  59°-86°F  (15°-30°C) 
1089G010 


HOW  TO  PLAY 
THE  MARKET 
WITHOUT  RISKING 
YOUR  LIFE. 


It  used  to  be  so  easy.  Risk  some  money  in  the  market  for 
growth.  Keep  the  rest  in  the  bank  and  buy  a life  insurance 
policy  for  security.  Inflation  has  changed  all  that.  A lot  of 
people  are  risking  that  “security"  today  just  to  stay  even 
with  the  economy. 

There’s  a better  way.  John  Hancock  Variable  Life.  Like  any 
whole  life  plan,  it  guarantees  you  the  face  amount  of  the 
plan  you  buy,  but  unlike  most  other  plans,  it  also  lets  you 
invest  In  the  market,  with  the  opportunity  to  add  to  the 
value  of  your  coverage. 

Send  us  the  coupon  for  more  information.  In  uncertain 
economic  times  like  these,  an  insurance  plan  that  gives 
you  an  opportunity  to  help  keep  up  with  inflation  could  be 
the  best  plan  in  the  market. 


Robert  W.  Kelly  Agency 

3 1 4 Bo>  ee-CrwlPV  Bldg'. 

I>.  «.  Box  1013 
Sioux  Falls,  SB  57101 
Phono:  330-3070 


“ For  more  complete  information  about  John  Hancock  Variable  Life 
I Insu  ranee  .including  charges  and  expenses , please  write  or  call  for  a 
| Prospectus.  Read  it  carefully  before  you  invest  or  forward  funds. 

| NAME 

| ADDRESS 

(CITY 

I STATE 


ZIP. 


| These  policies  are  available  in  those  jurisdictions  which  permit  the  sale 
■ of  John  Hancock  Variable  Life  Insurance. 


In  the  past  60  years,  the  AMA  Auxiliary  has  grown 
from  a small  group  of  doctors’  wives  to  an  organ- 
ization of  80,000  plus  physicians’  spouses  united  by 
a common  goal  of  improving  the  quality  of  health 
care  for  all  persons  in  our  communities 

The  South  Dakota  State  Medical  Auxiliary  has  a 
growing  number  of  Medical  Auxiliary  Volunteers, 
who  I'm  sure  on  occasion  stop  and  ask  themselves: 
“Is  it  worth  it?  Does  anyone  really  care  or  appreciate 
my  efforts?  Does  my  involvement  make  a difference? 

The  answer  is  YES!  Our  time  is  valuable  and 
volunteering  is  vital,  for  in  order  to  be  on  a winning 
team,  we  all  need  to  work  on  behalf  of  medicine 
and  on  behalf  of  our  communities. 

The  South  Dakota  State  Medical  Associations’ 
continued  support  is  most  important  to  the  Auxiliary 
and  I’m  confident  that  the  Association  will  continue 
to  be  rewarded  with  the  satisfaction  that  the  people 
of  S.D.  are  living  a healthier,  happier  life  because 
of  you  and  your  spouses’  VOLUNTEER  ARM. 


Mrs.  Richard  I.  Porter  (Marlys) 
South  Dakota  State  Medical  Auxiliary  President 
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Medicine 


Analysis  Of  Amoxapine  And  Its  Metabolites  In 
Human  Plasma  By  High  Pressure  Liquid 
Chromatography 

D.  F.  Kimball,  Ph.D.* 

A.  A.  Lampert,  M.D.** 


ABSTRACT 

Amoxapine  is  a new  tricyclic  antidepressant  of  the 
dibenzoxazepine  class.  It  has  a more  rapid  onset  of 
action  than  other  tricyclic  antidepressants  and  con- 
sequently may  become  a very  popular  antidepressant. 
We  have  developed  a rapid  HPLC  method  for  the 
analysis  of  amoxapine  and  its  metabolites  in  plasma 


Introduction 

Amoxapine  (Asendin***)  is  a new  tricyclic  anti- 
depressant which  has  been  reported  to  have  a more 
rapid  onset  of  action  than  the  traditional  antide- 
pressants, amitriptyline  and  imipramine.1  Chemi- 
cally, the  drug  is  2-chloro-ll  (1-piperazinyl) 
dibenz(b,f)  oxazepine.  Its  structure  is  given  below. 


r~\ 


* Current  Address,  Saginaw  Medical  Center,  1000  Houghton, 
Saginaw,  MI  48602. 

**  Madison  Clinic,  Madison,  SD  57042. 

***Asendin  is  a trademark  of  American  Cyanamid  Company. 

Work  performed  at  and  supported  by  Laboratory  of  Clinical 
Medicine,  Sioux  Falls,  SD  57105. 


w hich  is  applicable  to  the  routine  therapeutic  drug 
monitoring  laboratory.  The  procedure  consists  of  ex- 
traction of  the  drug  and  internal  standard  into  ethyl 
acetate,  back  extraction  into  HC1,  and  analysis  by 
reversed  phase  liquid  chromatography.  Patient  data 
is  presented  w hich  may  indicate  that  amoxapine  will 
have  a therapeutic  window  similar  to  other  tricyclic 
antidepressants. 


Amoxapine  is  rapidly  absorbed  from  the  intestine 
and  reaches  a peak  concentration  in  approximately 
90  minutes.  This  drug  has  a half-life  of  about  8 
hours  in  the  serum  and  is  metabolized  to  two  psy- 
choactive compounds  which  are  8-hydroxyamox- 
apine  and  7-hydroxyamoxapine.  8-hydroxyam- 
oxapine  has  a half-life  of  approximately  30  hours 
and  attains  a steady  state  serum  concentration  higher 
than  the  parent  compound.  The  second  metabolite, 
7-hydroxyamoxapine,  has  a half-life  of  about  6.5 
hours  and  does  not  attain  high  concentrations  in 
the  serum.2  Presently,  there  are  no  published  studies 
regarding  the  relationship  between  the  serum  levels 
of  the  drug  and  the  efficacy  of  treatment.  However, 
other  tricyclic  antidepressants  have  been  shown  to 
have  a so-called  “therapeutic  window”  of  serum 
concentrations  in  which  the  probability  of  successful 
therapy  is  increased.  This  paper  describes  a high 
performance  liquid  chromatography  method  de- 
signed to  monitor  plasma  concentrations  of  amox- 
apine and  its  major  metabolite. 
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Materials  and  Method,  Reagents 

Amoxapine,  7-hydroxyamoxapine,  8-hydroxy- 
amoxapine,  and  8-methoxyloxapine  (internal 
standard)  were  kindly  supplied  by  Mr.  H.J.  Eisner, 
Medical  Research  Division,  American  Cyanamid 
Company,  Pearl  River,  New  York,  10965,  and  were 
used  without  further  purification.  The  HPLC  grade 
solvents  ethyl  acetate  and  methanol  were  obtained 
from  J.T.  Baker.  All  other  chemicals  were  reagent 
grade. 

Chromatography  Conditions 

Chromatography  was  performed  on  a Perkin-El- 
mer  Series  2 liquid  chromatograph  equipped  with 
a column  oven  and  a LC-75  variable  wavelength 
detector.  The  mobile  phase  was  65%  methanol  and 
35%  sodium  phosphate  buffer  (pH  3.5,  concentration 
4.0  millimolar).  The  analytical  column  was  a 250 
X 3.2nim  column  packed  by  Alltech  Associates  with 
5 micron  Sperisorb  ODS.  A 70  X 2.1mm  guard 
packed  with  Whatman  Co:Pell  ODS  was  in  front  of 
the  analytical  column.  Analysis  was  performed  at  a 
flow  rate  of  1 .0  mls/min.  and  a temperature  of  65°C. 
with  detection  at  210  nm. 

Procedure 

Specimens  were  collected  in  EDTA  evacuated 
tubes  immediately  prior  to  the  next  scheduled  dose. 
The  plasma  was  separated  immediately,  placed  in 
a polyethelene  container  and  stored  frozen  until 
analysis.  For  the  analysis  of  plasma,  a 1 .0  ml  sample 
was  added  to  a 16  X 100  screw  top  extraction  tube, 
followed  by  0.1  ml  of  molar  NaOH  and  0.1  ml  of 
internal  standard  (8-methoxyloxapine  at  a concen- 
tration of  about  75  ug/ml).  5 ml  of  ethyl  acetate  was 
added  to  each  tube  and  the  tubes  were  capped  and 
shaken  for  10  minutes.  After  centrifugation  at  lOOOg 
for  3 minutes,  the  organic  layer  was  transferred  to 
another  extraction  tube  to  which  was  added  0.2  ml 
of  a 0.2  M HC1  solution.  The  tubes  were  shaken  for 
5 minutes  and  centrifuged.  The  organic  layer  was 
aspirated  and  the  tubes  were  placed  in  a water  bath 
at  40°C.  The  aqueous  layer  was  removed  with  a 
stream  of  warm  air.  The  residue  was  dissolved  in 
0. 1 ml  of  mobile  phase  and  approximately  20  ul 
was  injected  into  the  chromatograph.  Plasma  based 
standards,  controls,  and  patient  specimens  were  ex- 
tracted by  this  procedure.  Recovery  studies  indicated 
recovery  was  better  than  90%  for  both  the  parent 
drug  and  the  metabolite. 

Result 

Figure  1 shows  a chromatogram  of  the  plasma  of 
a patient  taking  amoxapine.  Under  the  chromato- 
graphic conditions  employed,  the  metabolites,  8- 
hydroxyamoxapine  and  7-hydroxyamoxapine,  do 


Mi  r.u+es 


Figure  1 

The  chromatogram  on  the  left  shows  a plasma  blank  to  which 
has  been  added  the  internal  standard.  The  chromatogram  on  the 
right  is  the  chromatogram  of  a patients  plasma. 


CONCENTRATION  (ng/ml) 


Figure  2 

The  standard  lines  generated  for  amoxapine  and  8-hydroxy- 
amoxapine  from  spiked  plasma  samples. 


not  separate  from  one  another.  The  standards  are 
therefore  based  on  the  metabolite  which  has  been 
shown  to  predominate  in  human  serum,  8-hydrox- 
amoxapine.  The  standard  curve  shown  in  Figure  2 
assumes  that  the  response  factors  in  the  detector  are 
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identical  for  the  two  metabolites.  A linear  response 
was  observed  from  100  ng/ml  to  600  ng/ml  with  a 
minimum  detectable  concentration  of  20  ng/ml. 
Detailed  interference  studies  were  not  conducted 
but  known  interferents  include  a number  of  the  ben- 
zodiazepine drugs. 

Patient  Studies 

SM  was  a 23  year  old,  129  pound  female  who 
had  been  taking  200  mg/day  of  amoxapine  for  two 
weeks.  Clinical  response  to  this  antidepressive  treat- 
ment was  regarded  as  good  but  the  patient  com- 
plained of  sleeplessness.  She  had  a plasma 
concentration  of  105  ng/ml  and  205  ng/ml  for 
amoxapine  and  its  metabolite  respectively. 

DJ  was  an  80  year  old  man  confined  to  a nursing 
home.  Prior  to  treatment  with  amoxapine,  the  pa- 
tient was  noncommunicative.  Therapy  with  100  mg/ 
day  of  amoxapine  made  the  patient  communicative 
and  responsive  to  his  environment.  Plasma  levels 
drawn  during  this  successful  therapy  gave  a value 
of  50  ng/ml  for  the  parent  drug  and  85  ng/ml  for 
the  metabolite.  Continued  therapy  with  50  mg  twice 
daily  maintained  good  results  without  evidence  of 
side  effects. 

VH  was  a 43  year  old  female  diagnosed  as  mildly 
depressed.  Treatment  with  other  antidepressant 
drugs  had  not  been  successful  but  upon  treatment 
with  amoxapine  the  patient  was  able  to  resume  most 
of  her  normal  activities.  No  significant  side  effects 
were  encountered  and  the  plasma  levels  were  82  ng/ 
ml  for  amoxapine  and  114  ng/ml  for  8-hydroxy- 
amoxapine. 

Conclusion 

The  rapid  onset  of  amoxapine  makes  it  a useful 
drug  in  the  treatment  of  depression.  Because  amox- 
apine lacks  the  sedative  effect  of  other  tricyclic  an- 
tidepressants. a side  effect  of  increased  anxiety  and/ 
or  sleeplessness  is  occasionally  manifest.  This  side 
effect  has  been  successfully  treated  in  some  patients 
(not  in  this  study)  by  the  administration  of  a ben- 
zodiazepine. 

The  hypothesis  that  this  research  attempted  to 
explore  was  whether  monitoring  the  plasma  levels 
of  amoxapine  and  its  metabolites  would  be  of  value 
in  the  treatment  of  patients  with  this  drug.  Plasma 
level  monitoring  of  other  tricyclic  antidepressants 
has  generally  been  accepted  as  a useful  tool  in  the 
treatment  of  the  depressed  patient.  Although  no 
therapeutic  window  could  be  established  with  this 
small  number  of  patients  surveyed,  some  general 
conclusions  about  the  usefulness  of  plasma  level 
monitoring  may  be  justified.  Plasma  level  moni- 
toring would  be  useful  to  check  patient  compliance 
and  for  the  medico-legal  verification  of  treatment. 


Also,  on  the  basis  of  the  reaction  of  patient  S.M., 
it  would  seem  justifiable  to  state  that  the  side  effects 
exhibited  by  this  patient  were  probably  dose  related; 
consequently,  those  undersirable  side  effects  might 
be  decreased  by  keeping  the  serum  concentration 
less  than  250  ng/ml.  On  the  basis  of  our  experience, 
we  would  suggest  a tentative  therapeutic  range  for 
this  drug  of  100-250  ng/ml  for  the  sum  of  the  drug 
and  metabolite  (very  similar  to  other  tricyclic  an- 
tidepressants); however,  much  more  work  needs  to 
be  done  to  define  an  effective  therapeutic  range. 
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FOR  THE  DIABETIC 

The  glucometer  is  for  the  diabetic  patient, 
who  wants  to  know  his  or  her  blood  glucose 
level. 

The  glucometer,  a small,  lightweight, 
portable,  battery-operated,  calibrated, 
instrument  measures  quantitatively  the  glucose 
in  whole  blood.  It  is  used  with  Dextrostix 
Reagent  Strips. 


Call  Kreiser's  Surgical  and  we  will  help  you. 


for  your  home  health  care  needs 


21st  and  Minnesota,  Sioux  Falls,  S.D.  605/336-1155 
219  Omaha,  Rapid  City,  S.D.  605/342-2773 

1723  Geneva,  Sioux  City,  Iowa  712/252-0505 
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Future  Meetings 


November 

Radiation  Therapy  Seminar,  Coll,  of  Med.,  U.  of  Iowa,  Iowa 
City,  IA,  Nov.  18.  AMA  Category  I credits.  Contact:  Richard 
Caplan,  M.D.,  Assoc.  Dean  for  CME,  U.  of  Iowa  College  of 
Med.,  Iowa  City,  IA  52242. 

Pediatrics  Postgraduate  Conference,  Coll,  of  Med.,  U.  of  Iowa, 
Iowa  City.  I A,  Nov.  18-20.  AMA  Category  I credits.  Contact: 
Richard  Caplan,  M.D.,  Assoc.  Dean  for  CME,  U.  of  Iowa 
College  of  Med.,  Iowa  City,  IA  52242. 

Otolaryngology  Clinical  Conference,  Coll,  of  Med.,  U.  of  Iowa, 
Iowa  City,  I A,  Nov.  19.  AMA  Category  I credits.  Contact: 
Richard  Caplan,  M.D.,  Assoc.  Dean  for  CME,  U.  of  Iowa 
College  of  Med.,  Iowa  City,  IA  52242. 

VIII  Annual  Childhood  Cancer  Workshop,  Coll,  of  Med.,  U.  of 
Iowa,  Iowa  City,  I A,  Nov.  19.  AMA  Category  I credits.  Contact: 
Richard  Caplan,  M.D.,  Assoc.  Dean  for  CME,  U.  of  Iowa 
College  of  Med.,  Iowa  City,  IA  52242. 

Cancer  Teaching  Day,  Coll,  of  Med.,  U.  of  Iowa,  Iowa  City,  I A, 
Nov.  20.  AMA  Category  I credits.  Contact:  Richard  Caplan, 
M.D.,  Assoc.  Dean  for  CME,  U.  of  Iowa  College  of  Med., 
Iowa  City.  IA  52242. 


December 

Ophthalmology  Clinical  Conference,  Coll,  of  Med.,  U.  of  Iowa, 
Iowa  City,  IA,  Dec.  1 . AMA  Category  I credits.  Contact:  Rich- 
ard Caplan,  M.D.,  Assoc.  Dean  for  CME,  U.  of  Iowa  College 
of  Med.,  Iowa  City,  IA  52242. 

Advanced  Cardiac  Life  Support,  Sioux  City,  IA,  Dec.  3-5.  AMA 
Category  I credits.  Contact:  Richard  Caplan,  M.D.,  Assoc.  Dean 
for  CME,  U.  of  Iowa  College  of  Med.,  Iowa  City,  IA  52242. 

Cardiology  Today,  Coll,  of  Med.,  U.  of  Iowa,  Iowa  City,  IA,  Dec. 
7-10.  AMA  Category  I credits.  Contact:  Richard  Caplan,  M.D., 
Assoc.  Dean  for  CME,  U.  of  Iowa  College  of  Med.,  Iowa  City, 
IA  52242. 

Symposium  on  Respiratory  Disease,  Coll,  of  Med.,  U.  of  Iowa, 
Iowa  City,  IA,  Dec.  8.  AMA  Category  I credits.  Contact:  Rich- 
ard Caplan,  M.D..  Assoc.  Dean  for  CME,  U.  of  Iowa  College 
of  Med.,  Iowa  City,  IA  52242. 

January 

Ophthalmology  Clinical  Conference,  Coll,  of  Med.,  U.  of  Iowa, 
Iowa  City,  IA,  Jan.  5.  AMA  Category  I credits.  Contact:  Richard 
Caplan,  M.D.,  Assoc.  Dean  for  CME,  U.  of  Iowa  College  of 
Med.,  Iowa  City,  IA  52242. 

Current  Concepts  in  Pain  Management,  Steamboat  Springs,  CO, 
Jan.  8-14.  Fee:  $250.  Contact:  D.  Berman,  M.D.,  Prog.  Dir., 
3301  Johnson  St.,  Hollywood,  FL  33021.  Phone:  (305)  989- 
6650. 

Pediatric  Advanced  Cardiac  Life  Support,  Coll,  of  Med.,  U.  of 
Iowa,  Iowa  City,  I A.  Jan.  14-16.  AMA  Category  I credits. 
Contact:  Richard  Caplan,  M.D.,  Assoc.  Dean  for  CME,  U.  of 
Iowa  College  of  Med.,  Iowa  City,  IA  52242. 

Radiation  Therapy  Seminar,  Coll,  of  Med.,  U.  of  Iowa,  Iowa 
City,  IA,  Jan.  20.  AMA  Category  I credits.  Contact:  Richard 
Caplan,  M.D.,  Assoc.  Dean  for  CME,  U.  of  Iowa  College  of 
Med.,  Iowa  City,  IA  52242. 


ANNUAL  AND  BIANNUAL  LEASING  OF  ALL  MAKES  OF  AUTOMOBILES 


LEASING  IS  NOT  FOR  EVERYONE,  BUT  MEDICAL 
PEOPLE  ARE  OUR  SPECIALTY.  ALL  MAKES  OF 
AUTOS,  TRUCKS,  4 WHEELERS.  VARIOUS  PLANS 
TO  FIT  YOUR  NEEDS  OR  THE  PROFESSIONAL 
GROUPS  WITH  WHOM  YOU  ARE  ASSOCIATED. 
REFERENCES  ARE  GLADLY  FURNISHED  AND  WE 
WILL  WORK  WITH  YOUR  ACCOUNTANTS. 

3401  WEST  41  st  STREET 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 

PHONE  336-3818 

C.  H.  "Chuck"  Point,  Mgr.  Home  phone  336-3168 


/ BEING  A PHYSICIAN  ^ 
I AND  A BUSINESSMAN  IS 
I LIKE  REMOVING  GALLSTONES 
1 WITH  A SPOON... 


it’s  not  a very  good  idea.  But  today,  modern  busi- 
ness dictates  that  physicians  with  their  own  prac- 
tices spend  a great  percentage  of  time  as 
businessmen  ...  at  the  expense  of  their  job. 

We  provide  you  with  an  environment  serving  a 
purpose:  practicing  medicine.  No  salesmen  or 
accountants  calling,  no  books  to  balance  and  no 
late  hours.  You  concentrate  on  practicing  medicine 
with  a health  care  system  that's  one  of  tne  finest  in 
the  world.  You’ll  work  in  modern,  well-equipped 
hospitals  and  clinics  with  the  most  up-to-cfate 
technology. 

Also  included  are  excellent  programs  of  com- 
pensation, opportunities  for  professional  growth 
and  specialization,  30  days  vacation  with  pay  each 
year,  full  medical  and  dental  care  and  more. 

With  the  Air  Force,  we  want  you  to  do  one  thing: 
practice  medicine.  We  would  like  to  provide  you 
with  more  information  on  Air  Force  medicine. 


Terry  Thompson 
619  w.  11th  Street 
Sioux  Falls,  South  Dakota 
57104 


Call  Collect: 
605/334-4393 
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Job  Satisf^/ior?  Of  Central  South  Dakota 
Physicians 

Clinicopathological  Conference 
Fourteen  Year  Old  Caucasian  Female  With 
Rapid  Onset  Of  Pneumonitis  Followed  By 
Renal  Failure 
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Three  important  products 
from  Dista 


Nalfoii  200 

fenoprofen  calcium 


200-mg*  Pulvules® 


Nolfon 

fenoprofen  calcium 


300-mg*  Pulvules 
600-mg*  Tablets 


Keflex 

cephalexin 


250  and  500-mg  Pulvules 

125  and  250-mg  Oral  Suspensions 


•Present  as  230  6 mg.  345  9 mg  .and  691 .8  mg  of  the  calcium  salt  of  fenoprofen  dihydrate  equivalent  to  200 
mg.  300  mg,  and  600  mg  fenoprofen  respectively. 


Additional  information  available  to  the  profession  on  request. 


^□ISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
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HE  HAS 


mm 


i— 


■til 


■mi 


nmU 


5 .YOU  KNOW  IT’S  REALLY 
InANXIETY  SYMPTOMS 


f 

jBii 
wf 
ar 


lNwarai 

' v ii  jr 

f ii  w 

vjr 

W 

III  • ' 

1 

I 

it 

r 


„ 

I His  presenting  symptoms:  palpitations,  chest  pain, 
chronic  exhaustion  and  occasional  difficulties  in  breathing. 
| Good  reason  for  concern.  A complete  workup  uncovers  no 
; organic  dysfunction,  but  it  does  reveal  excessively  high 
levels  of  anxiety  and  apprehension. 

® For  rapid  relief  you  prescribe 
Valium  (diazepam/Roche) 

At  times  like  this,  Valium  (diazepam/Roche)  can  be  a 
potent  therapeutic  ally.  It  works  promptly.  Within  just  a few 
hours,  the  patient  begins  to  feel  calmer.  And  in  a few ’days, 
anxiety  relief  not  only  becomes  more  pronounced  but  a 
noticeable  reduction  in  anxiety-generated  somatic  symp- 
toms also  occurs. 

Equally  important,  Valium  is  generally  well  tolerated. 
Side  reactions  more  serious  than  drowsiness,  ataxia  and 
fatigue  are  rare.  Patients  should,  of  course,  be  cautioned 
against  driving  or  drinking  alcohol  while  on  Valium  therapy. 
Periodic  reassessment  of  the  need  for  antianxiety  medica- 
tion should  also  be  performed. 


<E 


Valium 

diazepam/Roche 

2-mg,  5-mg,  10-mg  scored  tablets 

BECAUSE  YOU’RE  CONVINCED 
THE  PATIENT  NEEDS  IT 


VALIUMCdiazepam/Roche) 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety.  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  ad- 
junctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syndrome;  con- 
vulsive disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use.  that  is.  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies.  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma;  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures.  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants. Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use,  generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually  taper 
dosage.  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines,  nar- 
cotics, barbiturates,  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action.  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation. 

The  clearance  of  Valium  and  certain  other  benzodiaz 
epmes  can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration.  The  clinical  significance 
of  this  is  unclear. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity. insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  taundice;  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  b i d.  to  q.i  d ; alcoholism,  10  mg  t i d.  or  q.i.d.  in 
first  24  hours,  then  5 mg  t.i.d  or  q.i.d.  as  needed; 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d  ; adiunctively  in  convulsive  disorders,  2 to  10  mg 
b i d.  to  q.i.d.  Geriatric  or  debilitated  patients:  2 to  2'/2 
mg,  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated  (See  Precautions.)  Children:  1 to  2V2  mg  t.i.d. 
or  q i d.  initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months). 

How  Supplied:  For  oral  administration,  Valium  scored 
tablets — 2 mg.  white;  5 mg.  yellow;  10  mg,  blue — 
bottles  of  100*  and  500;*  Prescription  Paks  of  50, 
available  in  trays  of  10  * Tel-E-Dose®  packages  of  100, 
available  in  frays  of  4 reverse-numbered  boxes  of  25, t 
and  in  boxes  containing  10  strips  of  lO.t 

♦Supplied  by  Roche  Products  Inc.,  Manati,  Puerto 
Rico  00701 

'i'Supplied  by  Roche  Laboratories.  Division  of 
Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110 


wLj^'  CONSULTING 

NUTRITIONIST 


for 

weight  management 
special  diets 
nutritional 
modi fi cation 
nutritional 
assessment 


by  appointment 
MARIAN  GETTING,  RD-CN 
2604  South  Lincoln 
Sioux  Falls,  SD  57105 
605/339-1231 


Family  Physician 

Family  Physician  to  join  three  Board  Certified 
Family  Physicians  in  a young  and  growing 
medical  practice  in  Central  Minnesota.  The 
practice  is  orientated  toward  Family  Practice 
Medicine  and  located  centrally  in  the  state  with 
quick  access  to  the  Minneapolis-St.  Paul  area. 
Both  practices  are  a short  distance  from  the  St. 
Cloud  area,  and  our  physicians  use  the  St. 
Cloud  Hospital  for  hospitalization  of  their  pa- 
tients. Cultural  and  recreational  activities  are 
abundant  in  this  area  of  Minnesota.  The  salary 
and  fringe  benefits  are  open  and  negotiable. 
If  interested,  please  contact  Thomas  J.  Newton, 
M.D.,  Medical  Director,  or  contact  Daryl  G.  Ma- 
thews, Administrator,  at  either  the  St.  Joseph 
or  the  Cold  Spring  Medical  Clinics,  26  North 
Red  River  Avenue,  COLD  SPRING,  MINNESOTA, 
56320,  or  call  collect  (612)  685-8641  or  (612) 
363-7765  in  ST.  JOSEPH,  MINNESOTA. 


ROCHE y ROCHE  PRODUCTS  INC. 
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Northwestern  Bell 


Whoever  suggested 
these  monthly  Teleconference  meetings 
to  save  time  and  travel  expense 
deserves  a bonus. 


Somebody  in  my  company  is  really  on  the  ball.  They 
figured  that  we  could  save  a lot  of  time  and  travel  expense 
by  getting  everyone  we  need  together  in  regularly  scheduled 
Bell  Teleconferences.  And  they  sure  were  right. 

Starting  with  a conference  call,  we  can  meet  with 
anyone  or  any  number  of  people  anywhere,  right  from  our 
conference  room. 

Since  we  started  these  regular  Teleconference 
meetings,  we’re  getting  more  done  much  faster.  And  our 
travel  expenses  have  been  cut  way  back. 

Whoever  suggested  the  idea  probably  does 
deserve  a bonus.  I wish  I’d  thought  of  it  myself. 


To  find  out  more  about 
Teleconferencing,  call 
your  Northwestern 
Bell  Account  A 
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ABSTRACT 

Studying  South  Dakota  physician  job  satisfaction 
is  necessary  to  dispel  the  myths  regarding  rural  South 
Dakota  practice,  and  for  devising  strategies  for  at- 
tracting and  retaining  physicians  to  the  shortage 
areas.  By  means  of  a survey  questionnaire  and  on- 
site visits,  forty-three  physicians  from  Central  South 
Dakota  were  queried  regarding  their  level  of  job  sat- 
isfaction/dissatisfaction related  to  six  sources.  The 
findings  indicate  that  about  one-third  of  the  phy- 
sicians were  dissatisfied  on  the  two  measures  of 
professional  isolation:  lack  of  continuing  medical  ed- 
ucation (CME)  opportunities,  and  inadequate  num- 
ber of  peers  available  for  professional  interactions. 
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W.  22nd  St„  Sioux  Falls,  SD. 

**  Assistant  Professor,  University  of  South  Dakota  School  of 
Medicine,  Department  of  Psychiatry,  2501  W.  22nd  St., 
Sioux  Falls,  SD. 

***  Assistant  Professor,  University  of  South  Dakota  School  of 
Medicine,  Department  of  Psychiatry,  2501  W.  22nd  St., 
Sioux  Falls,  SD. 

****  Research  Associate,  University  of  South  Dakota  School  of 
Medicine,  Department  of  Psychiatry,  2501  W.  22nd  St., 
Sioux  Falls,  SD. 

♦♦♦♦♦Research  Associate,  University  of  South  Dakota  School  of 
Medicine,  Department  of  Psychiatry,  2501  W.  22nd  St., 
Sioux  Falls,  SD. 


Dispelling  several  myths  regarding  the  rural  South 
Dakota  practice,  highly  favorable  perceptions  existed 
among  physicians  regarding  the  rest  of  the  variables 
studied:  community,  family’s  satisfaction  with  the 
community,  income  and  physical  work  setting.  A 
possible  way  to  enhance  physician  job  satisfaction 
is  to  provide  joint  continuing  education  locally  for 
health  providers  of  varying  backgrounds,  which  is 
the  strategy  being  pursued  by  the  authors’  project. 
This  paper  emphasizes  that  there  are  a number  of 
sources  of  satisfaction  associated  with  South  Dakota 
practice,  and  that  while  improving  CME  opportu- 
nities locally  is  a reasonable  strategy,  physicians, 
above  all,  should  build  on  the  strengths  of  their  prac- 
tices. 

Rural  South  Dakotans  have  long  known  that  small 
towns  and  cities  possess  many  attractive  features. 
Physicians  are  also  aware  of  myths  and  prejudice 
regrading  the  importance  of  city  entertainment,  an- 
onmity,  multi-specialty  consultations,  and  practice 
coverage.  Resultant  fears  of  young,  urban-trained 
physicians  of  “being  overwhelmed”  by  the  respon- 
sibilities of  rural  practice  have  been  frustrating  to 
the  recruiting  process.  Good  information  to  dispel 
these  fears  seems  only  to  be  present  in  physicians 
who  grew  up  in  these  areas  and  a community-based 
medical  school  which  exposes  students  to  rural 
practice.  Therefore,  the  authors  have  examined  cur- 
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Figure  1 

The  following  questions  were  sent  to  central  South  Dakota  physicians.  The  physicians  were  asked  to  indicate  the  degree  of  their 
satisfaction/dissatisfaction  with  each  item  on  the  questionnaire  by  selecting  one  out  of  four  possible  responses: 

0 — Dissatisfied 
1— Very  Dissatisfied 
2 — Satisfied 
3— Very  Satisfied 
4 — No  Opinion 


How  satisfied  are  you  with  your  income? 


How  satisfied  are  you  with  the  number  of  peers  available  to  you 
for  professional  interaction? 


How  satisfied  are  you  with  your  physical  working  conditions,  i.e. 
office? 
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rent  information  about  rural  practice. 

Although  concern  has  been1  expressed  about 
projected  increase  in  oversupply  of  physicians,  it  is 
unlikely  that  the  nation  maldistribution  of  physi- 
cians will  be  substantially  corrected  in  the  future  to 
improve  the  quality  of  medical  services  throughout 
South  Dakota.  According  to  the  Associated  Press 
report,2  South  Dakota  had  only  698  doctors  in  1979, 
the  lowest  number  per  capita  ( 1 02  for  every  1 00,000) 
in  the  United  States.  Based  on  the  experience  of  the 
National  Health  Service  Corps  (NHSC)  and  studying 
the  demographic  factors  favoring  rural  communities 
obtaining  physicians,  Woolf  et  al.3  found  that  lower 
socioeconomic  rural  communities  obtaining  in 
medical  shortage  areas  remain  constrained  in  ob- 
taining physicians  by  economic  and  social  forces 
related  to  personal  income,  education,  and  com- 
position of  labor  force,  as  well  as  by  direct  and  in- 
direct influences  of  regional  location.  They  found 
that  most  of  the  low  socioeconomic  rural  com- 
munities were  not  able  to  retain  NHSC  physicians. 
Thus,  even  if  more  physicians  locate  and  remain  in 
South  Dakota,  many  rural  parts  of  the  state  may 
still  not  be  able  to  get  adequate  physician  coverage. 
Native  American  reservations  in  South  Dakota4  also 
have  difficulty  in  either  obtaining  outside  physicians, 
or  meeting  their  own  special  needs  by  providing 
Native  American  physicians.  It  is  also  quite  con- 
ceivable that  some  of  the  highly  trained  Native 
Americans  locate  outside  the  reservation  areas  to 
seek  better  socioeconomic  conditions.  This  inability 
of  the  rural  states  to  attract  and  retain  a large  number 
of  highly  trained  professionals  is5  “primafacia  evi- 
dence of  greater  perceived  or  actual  opportunities 
or  both  in  urban  areas.” 

Rationale  For  Studying  Job  Satisfaction: 

Health  Delivery  System  Perspective 

It  has  been  well  recognized  that  high  turnover  and 
low  performance  quality6  correlates  with  job  dis- 
satisfaction. Hassinger  et  al.,5  in  their  sample  from 
a rural  Missouri  community,  found  rural  physicians 
to  be  more  dissatisfied  than  their  urban  colleagues 
in  several  areas:  1)  heavy  and  confining  work  load; 
2)  shortage  of  colleagues,  facilities,  and  support  per- 
sonnel. However,  rural  physicians  were  more  fre- 
quently satisfied  with  the  quality  of  their 
relationships  with  their  patients  than  the  urban  phy- 
sicians were.  This  consistent  effect  of  setting  on  job 
satisfaction  has  also  been  demonstrated  by  the  study 
of  Breslau  et  al.7  Comparing  the  work  satisfaction 
of  physicians  in  modern  and  traditional  work  set- 
tings, they  found  the  physicians  in  the  modem  or- 
ganizational settings  to  be  more  dissatisfied  with 
their  work  activity,  coworkers,  and  income.  Dr. 


Lushbough,8  in  his  presidential  comments,  has  noted 
a trend  towards  increasing  corporate  involvement 
nationally.  Since  the  study  of  Breslau  et  al.7  suggests 
a possible  increase  in  physician  job  dissatisfaction 
associated  with  traditional-to-corporate  shift  in 
medical  practice,  further  studies  are  needed  to  clarify 
the  impact  of  corporate  involvement  in  the  health 
care  field. 

Work  related  stress,  if  unchecked  and  suppressed, 
can  develop  into  profesional  stress  syndrome9  or 
burnout.  Diminished  job  satisfaction  can  lead  to 
negative  attitudes  towards  patients,  colleagues,  hos- 
pitals, and  finally  towards  oneself.  Not  only  does 
the  job  satisfaction  and  performance  suffer,  but 
boredom,  apathy,  and  even  substance  abuse  can  oc- 
cur. While  a detailed  discussion  of  physician  burnout 
is  beyond  the  scope  of  this  paper,  the  stressors  that 
contribute  to  a dissatisfied  physician  in  South  Da- 
kota deserve  an  investigation. 

Although  the  literature  for  this  study  revealed  a 
large  body  of  knowledge  related  to  job  satisfaction, 
the  authors  of  this  article  were  able  to  find  only  a 
few  studies  that  focused  on  job  satisfaction  of  phy- 
sicians, and  none  that  pertained  to  the  work  satis- 
faction of  South  Dakota  physicians.  In  response  to 
this  need  for  an  empirical  evaluation  of  sources  of 
job  satisfaction/dissatisfaction  among  South  Dakota 
physicians,  the  present  study  was  undertaken.  This 
study  of  physicians’  perception  of  central  South  Da- 
kota health  practice  is  a part  of  a larger  survey  of 
central  South  Dakota  health  providers:  the  Primary 
Care  Research  and  Demonstration  Project.  By 
means  of  a survey  questionnaire  and  on-site  visits, 
data  obtained  from  forty-three  central  South  Dakota 
physicians  are  summarized  in  Figure  1. 

Physicians  in  this  survey  indicated  their  dissat- 
isfaction with  the  lack  of  CME  opportunities  more 
frequently  than  any  other  of  the  five  areas  of  inquiry. 
Inadequate  number  of  peers  was  second  most  fre- 
quently cited  cause  of  job  dissatisfaction  by  phy- 
sicians. Family  dissatisfaction  with  the  community 
as  the  third  and  physician  dissatisfaction  with  in- 
come, community,  and  physical  work  settings  were 
fourth,  fifth,  and  sixth  respectively.  Rank  order 
sources  of  job  satisfaction  was  reverse  of  the  one 
for  job  dissatisfaction:  physical  work  setting,  com- 
munity, income,  family  satisfaction  with  commu- 
nity, number  of  peers  available,  and  CME 
opportunities  available,  in  descending  order  of  fre- 
quency. Both  Table  I and  Figure  1,  highlight  the 
finding  that  about  one-third  of  physicians  are  dis- 
satisfied or  very  dissatisfied  with  the  two  measures 
of  professional  isolation:  CME  opportunities  and 
number  of  peers  available.  These  two  items  (CME 
opportunities  and  the  number  of  peers)  were  found 
to  have  the  highest  Pearson  correlation  coefficients 
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The  rank  order  of  the  frequencies  of  job  satisfaction/dissatisfaction  among  South  Dakota  physicians  (from 
Figure  1)  is  displayed  in  Table  I,  by  source.  Degree  of  work  satisfaction/dissatisfaction  (satisfied  versus  very 
satisfied,  dissatisfied  versus  very  dissatisfied)  has  also  been  tabulated  below. 


Table  I 

FREQUENCY  OF  JOB  SATISFACTION/DISSATISFACTION 
AMONG  FORTY-THREE  CENTRAL  SOUTH  DAKOTA  PHYSICIANS 
DISPLAYED  BY  SOURCE  AND  IN  RANK  ORDER 


Source  Of  Job 

Satisfaction/ 

Dissatisfaction 

FREQUENCY  OF  PHYSICIANS  DISSATISFIED 

Total  Number 
And  Percent 

Rank  In  De-  Dissatisfied  Or  Number  And  Number  And 

scending  Order  Very  Dissatis-  Percent  Dissat-  Percent  Very 

Of  Frequency  fied  isfied  Dissatisfied 

FREQUENCY  OF  PHYSICIANS  SATISFIED 

Total  Number 

Rank  In  As-  And  Percent  Number  And  Number  And 

cending  Order  Satisifed  Or  Percent  Satis-  Percent  Very 

Of  Frequency  Very  Satisfied  fied  Satisfied 

LACK  OF 

15 

10 

5 

28 

25 

3 

EDUCATIONAL 

i 

6 

OPPORTUNITIES 

35% 

23% 

12% 

65% 

58% 

7% 

NUMBER  OF  PEERS 

13 

9 

4 

30 

24 

6 

AVAILABLE 

2 

5 

30% 

21% 

9% 

70% 

56% 

14% 

FAMILY 

DISSATISFACTION/ 

7 

7 

0 

35 

28 

7 

SATISFACTION 

3 

4 

WITH  THE 

16% 

16% 

0% 

81% 

65% 

16% 

COMMUNITY  * 

6 

3 

3 

T 

36 

25 

11 

INCOME  * 

4 

14% 

7% 

7% 

84% 

58% 

26% 

5 

2 

3 

36 

29 

7 

COMMUNITY* 

5 

2 

12% 

12% 

5% 

7% 

84% 

68% 

16% 

PHYSICAL 

1 

1 

0 

42 

25 

17 

WORK 

6 

1 

SETTING 

2% 

2% 

0% 

98% 

58% 

40% 

* One  or  two  physicians  did  not  respond. 


(r  = 0.63).  The  r’s  for  all  of  the  interrelationships 
between  the  items,  except  r between  CME  and  num- 
ber of  peers,  were  below  0.46.  These  r’s  were  com- 
puted from  job  satisfaction/dissatisfaction  data 
obtained  from  forty-three  physicians  and  about  200 
non-physician  health  providers. 

Discussion 

The  literature5  indicates  that  physicians  serving 
in  rural  and/or  underserved  areas  can  experience  a 
varying  degree  of  professional  isolation.  Data  pre- 
sented in  Table  I and  Figure  1 suggest  that  central 
South  Dakota  physicians  are  no  exception.  About 
one-third  of  physicians  in  the  sample  report  dis- 
satisfaction on  two  highly  correlated  indicators  of 
professional  isolation:  CME  opportunities  and 
number  of  peers  available.  High  level  of  “r”  between 
the  CME  item  and  the  peer  item  indicates  that  those 


who  are  dissatisfied  with  the  number  of  peers  avail- 
able to  them  may  also  be  dissatisfied  with  CME 
opportunities.  The  results  indicate  that  for  physi- 
cians in  our  sample,  scarce  or  non-existent  CME 
opportunities  were  the  leading  source  of  job  dis- 
satisfaction throughout  the  project  target  area:  res- 
ervation and  non-reservation. 

Lack  of  CME  opportunities  may  also  be  one  of 
the  factors  that  adversely  affect  the  rate  of  physician 
retention  in  central  South  Dakota.  As  Miller  notes,10 
“Health  professionals  who  move  from  urban  to  rural 
environments  to  seek  change  in  lifestyle  frequently 
experience  stress  in  making  personal  and  profes- 
sional transitions.”  The  retention  of  these  urban 
professionals  by  the  rural  areas  seems  to  be  positively 
affected  by  the  ease  of  making  the  urban-to-rural 
role  transition.  Thus,  the  prospect  of  retaining  urban 
or  urban-trained  physicians  can  be  improved  by 
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providing  CME  opportunities.  These  results  are 
consistent  with  the  findings  of  Carnegie 
Commission"  that  for  redistribution  and  retention 
of  health  professionals,  decentralization12  of  health 
education  is  needed.  It  is  likely  that  changes  in  the 
educational  process  (to  provide  more  CME  locally) 
can  provide  effective  incentives  for  at  least  some 
physicians  to  locate  and  remain  in  South  Dakota, 
because  educational  and  professional  isolation  ap- 
pear to  be  the  leading  causes  of  physician  job  dis- 
satisfaction. 

These  authors  have  attempted  to  address  this  need 
for  improved  educational  opportunities  by  providing 
joint  training  programs,  developed  and  attended  by 
local  health  professionals  of  varying  backgrounds, 
throughout  the  project  area.  It  is  hoped  that  the 
joint  (interdisciplinary)  training  programs  being 
provided  by  us  will  improve  interdisciplinary  co- 
operation, and  improve  health  delivery  in  South 
Dakota.  Improved  quality  and  efficiency  of  health 
service,  in  turn,  may  lead  to  enhanced  job  satisfac- 
tion of  multiple  health  professionals.  The  question 
remains  if  the  project  joint  training  program  will, 
indeed,  improve  physician  job  satisfaction,  and  if 
the  improved  job  satisfaction  will  be  an  added  in- 
centive for  the  physicians  to  locate  and  remain  in 
South  Dakota. 

Higher  prevalence  of  job  dissatisfaction  among 
reservation  health  professionals  than  non-reserva- 
tion health  professionals,  and  conceivably  higher 
frequency  of  work  dissatisfaction  among  reservation 
physicians,  may  be  partly  accountable,  at  least  in 
one  of  the  reservations,  by  the  large  number  of  un- 
filled positions.  These  unfilled  positions  are  likely 
to  increase  the  sense  of  professional  isolation  further. 
While  income  is  not  a source  of  dissatisfaction  to 
most  of  the  physicians  in  the  sample,  could  it  be 
that  multiple  negative  social  and  economic  factors 
on  the  reservations  discourage  American  Indian,  as 
well  as  non-Indian,  physicians  in  locating  on  reser- 
vations? If  the  factors  underlying  shortage  of  phy- 
sicians on  reservations  are  lower  socio-economic 
conditions  on  reservations  and  a smaller  native 
American  physician  pool,  then  only  an  improvement 
in  these  two  areas  (socio-economic  conditions  and 
education)  can  substantially  improve  the  attrac- 
tiveness of  reservations.  Woolf  et  al.3  data  suggest 
that  low  socio-economic  communities  are  not  able 
to  retain  physicians.  It  is  also  important  to  note  that 
reservations  have  unique  and  characteristic  needs, 
and  require  an  individualized  approach  for  en- 
hancing physician  job  satisfaction. 

South  Dakota  Communities:  A Source  of  Physician 
Job  Satisfaction 

The  findings  that  the  majority  of  the  physicians 
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and  their  families  in  this  sample  are  satisfied  with 
their  communities  shatter  the  myth  that  low  quality 
of  life  is  associated  with  rural  health  practice.  The 
findings  of  Hassinger  and  associates5  are  reinforced, 
“The  image  of  rural  areas  as  medical  wastelands 
and  socially  and  culturally  disadvantaged  places  to 
live  does  correspond  well  with  the  perceptions”  of 
South  Dakota  physicians  surveyed.  Physicians  are 
also  quite  satisfied  with  their  physical  working  con- 
ditions. Underserved  areas  of  South  Dakota  should 
emphasize  the  human  satisfactions  associated  with 
rural  life  to  attract  more  physicians  to  their  com- 
munities. The  reported13  advantages  of  rural  practice 
are  as  follows:  1)  Physician  is  welcome  wherever 
he/she  goes;  2)  He/she  finds  more  cohesive  networks 
for  communication  and  service  to  assist  them,  and 
informal  care  givers  who  may  become  staunch  allies; 
3)  His/her  pioneer  role  in  penetrating  the  community 
may  facilitate  innovative  program  development. 
Finally,  underserved  areas  in  South  Dakota  can  fur- 
ther improve  the  prospect  of  retaining  urban  or  ur- 
ban-trained physicians  by  providing  them  with 
opportunities  for  emotional/social  support  and  time 
for  CME. 
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An  interesting  thing  happened  to  me  recently.  A 
well-known,  reputable  South  Dakota  physician 
called,  asked  for  an  appointment  and  made  a long 
auto  trip  to  visit.  He  wanted  to  discuss  the  increase 
in  hospital  costs  that  has  taken  place  in  the  past  few 
years  and  to  discuss  some  observations  he  has  made 
relating  to  these  costs  in  his  hospital. 

He  pointed  out  that  interest  costs  now  comprise 
a very  large  percentage  of  daily  hospital  costs,  even 
though  his  institution  is  not  the  highest  in  the  state, 
or  even  near  the  top.  We  both  conceded  that  no  one 
seems  to  be  able  to  control  these  rates,  including 
the  U.S.  government. 

The  second  item  he  mentioned  is  not  so  far  from 
our  sphere  of  influence.  By  actual  count,  this  hospital 
has  over  fifty  (50)  offices  for  people  who  are  not 
directly  related  to  patient  care.  These  offices  include 
patient  education,  public  relations  and  wellness,  as 
well  as  coordinators,  statisticians,  quality  control, 
infection  control  and  others.  It  seems  a bureaucracy 
has  sprung  up  to  respond  to  the  regulatory  bureauc- 
racy and  the  patient  is  paying  for  it  all.  Perhaps  we 
should  each  examine  our  own  institutions.  This 
physician’s  hospital  is  a well  run  hospital,  but  is  all 
this  really  necessary? 

We  have  demonstrated  our  ability  to  change  some 
of  the  regulations,  if  well  thought  out  alternatives 
are  presented.  The  JCAH  has  responded  in  a small 
way  to  our  complaints  that  some  of  their  recom- 


mendations were  downright  silly,  and  the  state  reg- 
ulators can  be  informed  of  the  impact  their  decisions 
have  through  our  Liaison  Committee. 

This  would  be  a good  time  to  attempt  to  deal 
with  some  of  these  problems,  because  the  public  is 
very  concerned  about  the  cost  of  medical  care.  We 
need  to  keep  in  mind  that  our  hospital  administra- 
tors have  responded  to  regulations,  competition  and 
the  wishes  of  the  board  and  staff  while  creating  these 
positions,  but  perhaps  now  is  a good  time  to  review 
some  of  these  positions  to  see  if  they  really  contribute 
anything  to  patient  care. 

Perhaps  we  on  the  staff  should  ask  how  much 
each  of  these  programs  add  to  the  cost  of  one  hospital 
day  and  make  a judgement  about  their  value.  No 
one  else  can  make  that  judgement  as  well  as  we  can. 


Durward  M.  Lang,  M.D.,  President 
South  Dakota  State  Medical  Association 
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Fourteen  Year  Old  Caucasian  Female  With 
Rapid  Onset  Of  Pneumonitis  Followed  By 
Renal  Failure 

Patti  A.  Kile,  M.D.* 

Discusser 

John  F.  Barlow,  M.D.** 

Editor 


Case  #914  564 

This  14-year-old  Caucasian  female  entered  Sioux  Valley  Hospital 
for  evaluation  of  the  sudden  onset  of  “5  lobe  pneumonia"  and 
respiratory  failure. 

The  patient  had  been  well  until  nine  months  prior  to  admission 
when  she  developed  pain  and  swelling  in  the  knees  and  fingers. 
She  was  seen  by  a rheumatologist  who  made  the  diagnosis  of 
juvenile  rheumatoid  arthritis.  The  complete  blood  count  was  within 
normal  limits  but  the  erythrocyte  sedimentation  rate  was  30  mm/ 
hr.  The  patient  responded  to  aspirin  and  phenylbutazone  therapy 
until  one  month  prior  to  admission  when  she  developed  progression 
of  her  arthritic  symptoms.  The  aspirin  was  increased.  The  patient 
also  complained  at  this  time  of  nonspecific  conjunctivitis  for  which 
she  was  treated  with  topical  therapy  and  a medrol  dose  pack. 
She  had  had  mild  anorexia  and  fatigue.  The  patient  had  had 
some  epistaxes  of  mild  nature  but  no  melena  or  hemoptysis.  She 
had  had  multiple  “canker”  sores  in  the  mouth  and  frequent  mild 
sore  throats  for  several  months.  Menstrual  history  was  normal. 

Approximately  three  days  prior  to  admission,  the  patient  noted 
severe  dyspnea  and  cough  with  hemoptysis  and  lethargy.  An  x- 
ray  taken  at  that  time  revealed  marked  bilateral  pulmonary  in- 
filtrate (Fig.  1).  She  was  referred  to  Yankton,  South  Dakota  from 
Armour,  South  Dakota.  She  was  alert  but  required  intubation 
and  respirator  care.  At  this  time  azotemia,  proteinuria  and  he- 
maturia which  had  not  been  noted  before  were  described.  Past 
history  revealed  no  episodes  of  urinary  tract  signs  or  symptoms. 
Laboratory  results  at  Yankton  included  arterial  blood  gases  of 
pH  7.45,  PCO2  31  torr,  C02  content  22  mm/L,  P02  39  torr,  O2 
saturation  76%  before  being  placed  on  a respirator.  She  was  in- 
tubated and  placed  on  a respirator  with  70%  FIO2  (inspired  O2) 
and  5cm.  of  positive  end  expiratory  pressure  (PEEP).  The  blood 
gases  became,  pH  7.40,  PCO2  38  torr,  C02  content  23  mm/L, 


* Resident  in  Family  and  Community  Medicine,  Sioux  Falls, 
SD. 

**Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux  Valley 
Hospital;  Professor  of  Pathology,  School  of  Medicine,  Uni- 
versity of  South  Dakota,  Sioux  Falls,  SD. 


PO2  73  torr,  and  O2  saturation  90%.  Blood  urea  nitrogen  66  mg/ 
dl,  creatinine  3.2  mg/dl,  antistreptolysin  0 titer  333  Todd  units 
(normal  up  to  200  Todd  units),  sodium  133  meq/L,  potassium  4.0 
meq/L,  chloride  98  meq/L.  Total  bilirubin  2.1  mg/dl  with  0.8 
mg/dl  direct  and  1.3  mg/dl  indirect.  Aspartate  aminotransferase 
(AST),  alanine  aminotransferase  (ALT),  lactic  dehydrogenase 
(LDH),  and  alkaline  phosphatase  were  within  normal  limits.  Uri- 
nalysis showed  3+  hemoglobin  and  3+  protein.  There  were  many 
granular  casts  but  no  red  cell  casts.  Hemoglobin  6.8  gm/dl,  white 
count  10,100  (10.1  X 109/L)  with  65%  segmented  neutrophils, 
15%  neutrophilic  bands,  19%  lymphocytes.  Platelet  count  385,000/ 
mm3  (385  X 109/L),  erythrocyte  sedimentation  rate  135  mm/hr, 
urine  potassium  (spot)  58  meq/L;  sodium  7 meq/L.  The  patient 
received  2 units  packed  cells  which  raised  the  hemoglobin  to  10.2 
gm/dl  and  hematocrit  to  30  vol/dl.  Prothrombin  time  and  partial 
thromboplastin  time  were  within  normal  limits.  Tests  for  rheu- 
matoid factor  and  fluorescent  antinuclear  antibody  (FANA)  were 
negative. 

PHYSICAL  EXAMINATION  ON  ADMISSION:  Pulse  110/ 
min.  and  regular,  blood  pressure  136  systolic  and  58  diastolic, 
temperature  98.6F,  respirations  28/min.  and  regular,  weight  52.4 
kilograms.  Examination  of  the  head  and  neck  was  unremarkable. 
There  was  no  evidence  of  abnormality  in  the  eye  grounds.  Ex- 
amination of  the  lungs  showed  generalized  decreased  breath  sounds 
with  occasional  rales  bilaterally.  There  was  no  wheezing  or  rhon- 
chi.  The  heart  was  w ithin  normal  limits  of  size  without  abnormal 
sounds  or  murmurs.  The  abdominal  examination  showed  no  pal- 
pable organs,  masses  or  tenderness.  The  extremities  showed  no 
abnormalities.  Neurologic  examination  was  within  normal  limits. 
There  was  no  marked  swelling  or  decreased  range  of  motion  of 
the  joints.  There  were  no  subcutaneous  nodules. 
LABORATORY  DATA:  Urinalysis-4+  protein  and  3+  hemo- 
globin. Hemoglobin  9.7  gm/dl,  hematocrit  29  vol/dl  with  normal 
red  cell  indices.  White  count  was  5,800/mm3  (5.8  X 109/L)  with 
55%  segmented  neutrophils,  24%  neutrophilic  bands,  19%  lym- 
phocytes and  2%  metamyelocytes.  Platelet  count  333,000/mm3 
(333  X 109L).  The  red  cells  showed  mild  anisocytosis  but  the 
platelets  were  normal  in  number  and  morphology  on  the  smear. 
A direct  and  indirect  antiglobulin  test  were  negative.  Blood  urea 
nitrogen  50  mg/dl,  creatinine  3.0  mg/dl,  lactic  acid  20  mg/dl 
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(normal  3-10  mg/dl).  pH  7.36,  PCO2  40  torr,  CO2  content  23 
mm/L,  PO2  57  torr,  O2  saturation  91%  with  an  FIO2  of  80%. 
Sodium  132  meq/L,  potassium  4.1  meq/L,  chloride  92  meq/L. 
Prothrombin  time  14.8  seconds  with  a 12.5  second  control,  partial 
thromboplastin  time  24  seconds,  with  a 31  second  control.  Amylase, 
complement  (C-3,  C-4),  alkaline  phosphatase,  AST,  ALT,  phos- 
phorus, glucose  and  cholesterol  were  within  normal  limits.  LDH 
was  600  IU/L  (normal  up  to  270  IU/L),  total  protein  5.2  gms/L 
(normal  5. 5-8. 3 gm/L),  calcium  7.6  mg/dl  (normal  8.4-10.3  mg/ 
dl).  An  electrocardiogram  showed  sinus  tachycardia.  A chest  film 
revealed  bilateral  nodular  infiltrate  in  all  lobes.  Bone  marrow 
examination  was  non-diagnostic.  The  haptoglobin  was  within 
normal  limits.  Cultures  of  the  sputum  for  and  fungal  and  my- 
ocobacterial  organisms  were  negative.  Multiple  routine  cultures 
of  blood,  sputum  and  urinary  culture  showed  no  significant  path- 
ogens. Titers  for  cold  agglutinins,  mycoplasma,  tularemia,  brucella, 
salmonella  and  immunodiffusion  tests  for  blastomyces,  Cocci- 
dioides  and  histoplasma  were  negative.  Serology  for  Legionella 
pneumophila  and  Ebstein  Barr  virus  were  not  significantly  ele- 
vated. The  patient  was  treated  with  erthromycin,  tobramycin  and 
nafcillin.  The  patient’s  pulmonray  infiltrate  was  unchanged.  She 
remained  on  a respirator,  requiring  5 to  8 mms.  of  PEEP  with 
an  F102  between  60  and  80%  to  maintain  the  PO2  in  range  of 
50  to  60  torr.  Terminally  she  became  very  hypoxic  and  dyspneic 
and  died  one  week  after  admission.  During  hospitalization  she 
continued  to  have  abnormal  renal  function  with  serum  creatinine 
between  3.5  and  4 mg/dl.  Twenty-four  hour  protein  was  up  to  2.5 
gm/24  hours,  with  a creatinine  clearance  of  17  ml/min.  A lung 
biopsy  before  demise  showed  acute  inflammation,  necrosis,  and 
hemorrhage,  but  revealed  no  bacterial,  mycobacterial  or  fungal 
pathogens  on  culture  or  special  stains. 

DR.  KILE:  I do  not  feel  I can  make  an  absolute 
diagnosis  in  this  case  from  the  information  pre- 
sented. There  is  a broad  range  of  etiologic  possi- 
bilities for  both  the  pulmonary  and  renal  processes. 
The  list  is  narrowed  considerably  when  one  considers 
the  acute  onset  of  the  disease  with  both  respiratory 
and  renal  dysfunction. 

Since  the  patient  was  considered  to  have  juvenile 
rheumatoid  arthritis  (JR A),  perhaps  we  should  con- 
sider that  entity,  which  was  described  by  Still  in  the 
last  century.  There  are  significant  differences  between 
this  entity  and  adult  rheumatoid  arthritis.  There 
tends  to  be  more  persistent  fever,  a systemic  onset 
and  a higher  incidence  of  monoarticular  onset  in 
JRA.  There  are  also  more  frequent  cervical  involve- 
ment, chronic  iridocyclitis  and  a much  lower  inci- 
dence of  rheumatoid  factor  in  the  serum.  The  basic 
joint  pathology,  however,  is  the  same.  There  is  an 
acute  systemic  form  of  JRA  with  a higher  incidence 
in  males  and  an  onset  at  age  6,  much  younger  than 
our  patient.  This  systemic  form  is  characterized  by 
symmetrical  polyarticular  arthritis  involving  the 
large  joints  initially.  There  are  often  prominent  ex- 
traarticular  features  including  fever,  diffuse  macu- 
lopapular  rash,  lymphadenopathy  and  hepato- 
splenomegaly.  Myocarditis  by  electrocardiogram 
and  pericarditis  with  or  without  pericardial  effusion 
may  also  be  present.  In  JRA,  pneumonitis  is  usually 
mild  or  confined  to  a pleuritis.  There  may  be  mild 
alteration  in  consciousness,  seizures  and  meningis- 
mus.  Renal  involvement  with  proteinuria  and  he- 
maturia secondary  to  a glomerulitis  and 


accompanied  by  a thickened  basement  membrane, 
tubular  atrophy,  and  interstitial  inflammation  may 
be  seen.  However,  neither  the  marked  renal  nor  pul- 
monary involvement,  as  is  present  in  our  case  today, 
is  seen  in  JRA.  This  latter  entity  often  has  a neu- 
trophilic leukocytosis,  elevated  sedimentation  rate, 
and  a mild  normochromic  or  hypochromic  anemia. 
The  rheumatoid  factor  and  fluorescent  antinuclear 
antibody  tests  (FANA)  are  usually  negative.  There 
is  often  a decreased  albumin  and  increased  alpha 
II  globulin  on  electrophoresis.  The  course  of  JRA 
is  characterized  by  many  exacerbations  and  remis- 
sions. A malignant  and  highly  aggressive  form  of 
JRA  type  also  exists.  The  latter  is  characterized  by 
a much  more  prominent  arthritic  component  than 
in  our  case  today. 

A localized  monoarticular  form  of  JRA  without 
systemic  manifestations  is  more  commonly  seen  in 
girls  with  a mean  age  of  4 and  does  not  fit  at  all 
with  our  case  today.  These  patients  also  tend  to 
have  occular  involvement  with  a chronic  iridocy- 
clitis which  was  not  present  in  our  case.  The  poly- 
articular form  of  JRA  is  very  similar  to  adult 
rheumatoid  arthritis  in  that  females  are  more  com- 
monly afflicted  than  males  and  there  is  an  insidious 
onset  with  a symmetrically  progressive  arthritis.  To 
say  the  least  this  is  not  the  clinical  picture  our  patient 
presented.  It  is  an  unlikely  possibility  that  rheu- 
matoid arthritis  would  cause  this  severe  either  pul- 
monary or  renal  involvement.  Even  in  adult 
rheumatoid  arthritis,  pleural  effusion  alone,  multiple 
rheumatoid  nodules  or  progressive  interstitial  pul- 
monary fibrosis  with  a chronic  progressive  course 
is  much  more  likely  than  the  rapidly  progressive 
lung  disease  as  demonstrated  by  our  patient. 

One  must  certainly  consider  systemic  lupus 
erythematosus  (SLE)  because  of  the  severe  renal  dis- 
ease. 20%  of  cases  of  SLE  are  diagnosed  before  1 5 
years  of  age  with  a female  predominence  and  a higher 
incidence  in  blacks.  Overt  polyarticular  arthritis  with 
little  residual  deformity  is  a frequent  presenting 
manifestation  in  SLE.  Our  patient  fits  this  descrip- 
tion. However,  the  characteristic  clinical  findings  of 
malar  rash,  vesicular  or  bullous  skin  lesions,  ery- 
thematous nodules  on  the  hands  and  feet  and  mu- 
cous membrane  ulcers  are  not  present  in  this  case. 
Fever  and  fatigue  are  common  in  SLE  and  renal 
disease  occurs  in  over  50%  of  the  cases.  There  is 
severe  proteinuria  which  may  progress  to  nephrotic 
syndrome  in  20%  of  the  cases.  Renal  insufficiency 
and  hypertension  may  develop.  Biopsy  will  reveal 
the  characteristic  wire  loop  lesions  or  glomerular 
tuft  hypercellularity  with  necrosis.  Certainly  an  acute 
glomerulonephritis  may  occur.  Pericarditis  and  en- 
docarditis of  the  Libman-Sacks  variety  occur  in  25% 
of  children  but  were  not  present  in  our  case.  Pleurisy 
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with  or  without  effusion  is  common  but  extensive 
pulmonary  hemorrhage  may  occur.  Certainly  the 
severe  renal  failure  and  pulmonary  hemorrhage  as 
manifested  by  our  patient  might  be  explained  by  a 
diagnosis  of  SLE. 

Central  nervous  system  manifestations  of  lupus 
with  chorea  or  peripheral  neuritis  or  evidence  of 
abdominal  pain,  hepatosplenomegaly,  or  lymph- 
adenopathy  seen  in  SLE  were  not  seen.  Patients  with 
SLE  often  have  leukopenia,  anemia,  and  increased 
erythrocyte  sedimantation  rate  but  almost  always 
have  a positive  fluorescent  antinuclear  antibody  test 
(FANA)  which  was  negative  in  this  case.  They  may 
also  have  a positive  test  for  rheumatoid  factor  and 
a positive  direct  antiglobulin  test  of  the  red  cells 
with  or  without  a hemolytic  anemia.  One  certainly 
must,  at  least,  strongly  consider  the  diagnosis  of 
SLE  in  this  case  even  though  these  tests  were  neg- 
ative. 

This  patient  did  have  an  episode  of  conjunctivitis, 
but  there  is  no  mention  of  dry  eyes  to  suggest  Sjo- 
gren's syndrome  which  is  characterized  by  dry  eyes 
(keratoconjunctivitis  sicca),  dry  mouth  (xerostomia) 
and  chronic  arthritis.  Dryness  of  the  nasal  mucosa 
with  epistatis  might  vaguely  suggest  Sjogren’s  syn- 
drome. Multiple  “canker  sores”  of  the  mouth  is  not 
a very  common  finding  in  Sjorgren’s  syndrome  but 
again  might  suggest  SLE. 

Another  consideration  is  microbial  pneumonia 
secondary  to  mycoplasma  pneumoniae,  Legionella 
pneumophila,  Histoplasma  capsulatum,  Cocci- 
dioides  immitis  or  Blastomyces  dermatitidis.  How- 
ever,  none  of  these  were  cultured.  Tuberculosis  is 
possible  but  is  unlikely  as  are  the  other  possibilities 
I mentioned  because  of  the  negative  cultures  and 
special  stains.  The  same  also  applies  to  Group  A 
streptococcus  which  could  produce  a glomerulo- 
nephritis as  well.  The  organism  was  not  cultured 
and  the  antistreptolysin  0 titer  was  only  mildly  el- 
evated. The  presence  of  a tonsillar  or  pharyngeal 
infection  proceeding  this  major  illness  also  might 
suggest  a post-streptococcal  glomerulonephritis.  In 
spite  of  this,  post-streptococcal  disease  does  not 
really  fit  the  clinical  course  which  our  patient  dem- 
onstrated. 

Could  the  patient  have  developed  amyloidiosis 
secondary  to  JRA?  This  is  very'  unlikely  because  of 
the  rapid  course  of  the  renal  failure  which  did  not 
manifest  nephrotic  syndrome  often  seen  in  amy- 
loidiosis. Renal  failure  in  amyloidiosis  is  rarely  as 
acute  as  in  this  case.  Amyloidosis  may  involve  the 
lung  with  submucosal,  alveolar  septal,  nodular  pa- 
renchymal, or  blood  vessel  wall  deposits.  Even 
though  amyloidosis  may  involve  the  lung  or  kidney, 
neither  satisfactorily  fits  the  tempo  or  course  of  dis- 
ease of  our  patient. 


If  one  did  not  have  a biopsy  which  showed  no 
evidence  of  granulomas,  one  might  consider  the  di- 
agnosis of  sarcoidosis.  However,  that  entity  is  ex- 
cluded here.  There  was  no  hypercalcemia  and  renal 
disease  in  sarcoidosis  almost  always  is  secondary  to 
the  hypercalcemia.  The  pulmonary  involvement  is 
also  not  typical  in  tempo  or  morphology. 

A group  of  syndromes  that  must  be  seriously  con- 
sidered are  the  vasculitides.  These  entities  are  usually 
secondary  to  immunologic  mechanisms  as  indicated 
by  increased  gamma  globulin,  positive  rheumatoid 
factor  test  and  circulating  immune  complexes  or 
cryoglobulins  in  the  serum.  Both  the  deposition  of 
immune  complexes  in  the  vessel  walls  with  sub- 
sequent inflammation  or  a cell  mediated  immune 
mechanism  have  been  implicated  in  the  pathogenesis 
of  these  vascular  disorders. 

Classic  polyarteritis  nodosa  involves  the  bifur- 
cations of  the  medium  sized  arterial  walls  and  is 
characterized  by  vascular  thrombosis,  necrosis  with 
secondary  tissue  infarction  and  aneurysm  formation. 
The  disease  is  far  more  common  in  adults.  Renal 
involvement  usually  of  the  large  arteries  with  in- 
farction occurs  but  sometimes  a diffuse  necrotizing 
glomerulitis  with  capillary  thrombi  and  fibrinoid 
necrosis  in  the  glomerular  tufts  may  produce  acute 
renal  failure.  Leukocytosis,  anemia  and  an  elevated 
erythrocyte  sedimentation  rate  also  may  occur.  Un- 
fortunately, severe  pulmonary  involvement  is  un- 
common while  cardiac  involvement  with  infarction 
or  congestive  failure  is  more  common. 

Allergic  granulomatosis  is  a form  of  vasculitis 
characterized  by  predominant  pulmonary  involve- 
ment with  asthma  and  peripheral  blood  eosinophilia. 
There  are  necrotizing  granulomas  throughout  the 
lungs  but  renal  failure  is  not  common. 

Hypersensitivity  vasculitis  may  involve  the  lungs 
or  kidneys  but  does  not  fit  the  clinical  picture  in 
this  case  nor  does  a subvariety  of  this  syndrome 
called  Henoch-Schonlein  purpura  (allergic  vasulitis) 
characterized  by  arthritis  and  hemorrhagic  skin 
eruption. 

Wegener’s  granulomatosis  with  necrotizing  gran- 
ulomas in  the  lower  respiratory  tract  and  severe 
glomerulonephritis  may  produce  both  rapid  pul- 
monary and  renal  failure.  The  third  manifestation 
of  this  triad  — ulceration  and  inflammation  of  the 
nose,  nasopharynx  or  sinuses  is  definitely  not  present 
and  the  chest  film  (Fig.  1 ) does  not  suggest  Wegener’s 
granulomatosis  which  is  much  more  common  in 
adults  with  a male  predominence.  One  must  not 
neglect  to  consider  this  diagnosis  in  any  patient  with 
the  diagnostic  triad  because  the  disease  responds 
very  well  to  cyclophosphamide  therapy. 
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Figure  1 

Chest  film  taken  shortly  after  admission  showing  bilateral  infil- 
trates. 


Lymphomatoid  granulomatosis  is  a variant  of 
Wegener’s  granulomatosis  but  has  an  atypical  lym- 
phocytoid  and  plasmacytoid  infiltrate.  The  lung  is 
always  involved  and  the  kidney  is  involved  in  45% 
of  cases.  The  skin  and  central  nervous  system  also 
are  frequently  involved.  However,  the  disease  is 
usually  more  focal  with  large  nodules  in  the  viscera 
and  does  not  manifest  in  a similar  fashion  to  our 
patient  today. 

Finally,  I must  consider  what  I feel  is  the  most 
likely  diagnosis— Goodpasture’s  syndrome.  This  was 
first  described  in  1919  and  is  prominent  in  young 
adults  but  has  a male  predilection.  It  can  be  difficult 
to  distinguish  from  some  of  the  entities  above  and 
owes  its  pathogenesis  to  the  formation  of  an  antibody 
to  basement  membranes  crossreacting  with  both  the 
glomeruli  of  the  kidney  as  well  as  the  alveoli  of  the 
lung.  Severe  damage  to  both  the  lung  and  the  kidney 
with  pulmonary  hemorrhage  and  hemoptysis  leading 
to  extensive  hemosiderosis  and  fibrosis  of  the  lung 
and  a diffuse  interstitial  reticular  infiltrate  on  the 
chest  film  as  well  as  hematuria,  proteinuria,  and  a 
rapidly  progressive  glomerulonephritis  with  crescent 
formation  in  the  glomeruli  occur.  There  is  both  rapid 
pulmonary  and  renal  failure.  The  course  is  often 
fatal  unless  rapidly  treated  by  a combination  of  cor- 
ticosteroids, immunosuppressive  drugs  and  plas- 
mapheresis therapy,  the  aim  of  which  is  to  reduce 
the  level  of  antibasement  membrane  antibody. 
However,  I have  no  data  as  to  whether  this  patient 
developed  antibasement  membrane  antibody  either 
from  tests  in  the  serum  or  on  tissue. 

Dr.  Kile’s  Diagnosis 
Goodpasture’s  Syndrome 

DR.  BARLOW:  I would  now  like  to  present  classic 


data  demonstrating  the  presence  of  antiglomerular 
basement  membrane  (anti-GBM)  antibody  both  in 
the  serum  and  from  biopsies  of  lung  and  renal  tissue 
utilizing  fluorescent  antibody  technique.  Unfortu- 
nately, all  of  these  tests  were  negative. 

A biopsy  of  the  patient’s  lung  showed  extensive 
pulmonary  hemorrhage  in  some  areas  and  severe 
acute  inflammation  with  necrosis  in  other  areas  (Fig. 
2).  Since  the  patient  did  not  have  anti-GBM,  the 
therapy  mentioned  above  would  not  have  been  ef- 
fective and  the  patient  died  with  a severe  diffuse 
organizing  pneumonitis.  The  progression  of  the  pul- 
monary process  is  nicely  illustrated  in  this  photo- 
micrograph (Fig.  3)  which  shows  hemorrhage  as  well 
as  marked  organization  of  the  pulmonary  paren- 
chyma. In  addition,  the  patient  had  a severe  pro- 
liferative crescentic  glomerulonephritis.  This  is  often 
called  rapidly  progressive  glomerulonephritis  and 
shows  many  typical  crescents  (Fig.  4).  The  patient 
had  superficial  ulcerations  of  the  esophagus,  trachea 
and  urinary  bladder  as  well  at  autopsy.  There  was 
no  vasculitis. 

FINAL  ANATOMICAL  DIAGNOSIS 

1.  ACUTE  AND  CHRONIC  ORGANIZING 
PNEUMONITIS  WITH  HEMORRHAGE  AND 

RAPIDLY  PROGRESSIVE  (CRESCENTIC) 
GLOMERULONEPHRITIS. 

One  gets  into  a semantic  argument  as  to  whether 
to  classify  this  case  as  Goodpasture’s  syndrome 
which  is  diagnosed  as  a characteristic  triad  which 
has  the  following:  (1)  rapidly  progressive  glomer- 
ulonephritis with  crescents,  (2)  pulmonary  hemor- 
rhage and  necrosis,  and  (3)  antibasement  glomerular 
membrane  antibody  (Anti  GBM),  usually  IgG  in 
nature,  with  a typical  linear  or  smooth  deposit  in 
both  the  glomerular  capillary  and  the  alveolar  cap- 
illary. The  third  component  of  this  triad  was  absent 
in  this  case.  One  has  to  stress  that  pulmonary  hem- 
orrhage and  rapidly  progressive  glomerulonephritis 
may  occur  independently  or  together  in  such  diseases 
as  SLE,  Wegener’s  granulomatosis,  Henoch- 
Schoenloin  disease  or  cryoglobulinemia.  When  pul- 
monary hemorrhage  of  idiopathic  variety  occurs  in- 
dependently, it  is  often  called  idiopathic  pulmonary 
hemosiderosis.  Certainly  rapidly  progressive  glo- 
merulonephritis with  crescents  may  occur  as  a single 
entity.  Anti  GBM  antibodies  may  be  seen  with  pul- 
monary hemorrhage  only,  rapidly  progressive 
glomerulomephritis,  Goodpasture’s  syndrome,  after 
certain  drugs,  with  tubulointerstitial  nephritis  only, 
complicating  immune  complex  glomerulonephritis 
or  after  renal  transplantation.  The  presence  of  anti 
GBM  is  important  because  steroids,  immunosup- 
pressive agents,  and  intensive  plasmapheresis  may 
salvage  these  patients  if  they  are  applied  early. 
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Figure  2 

Pulmonary  hemorrhage  in  lung  biopsy. 
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Figure  3 

Autopsy  lung  showing  progression  of  lung  disease  to  fibrosis. 

*DR.  ROBERT  G.  HENRICKSON:  Goodpasture’s 
syndrome  comprises  approximately  5 percent  of  pa- 
tients admitted  to  the  hospital  with  primary  glo- 
merulorenal  disease.  Of  those  patients  with 
Goodpasture’s  syndrome,  95%  of  them  will  have 
circulating  anti  GBM  antibody  when  tested  with 
indirect  immunofluorescence.  However,  if  the  ra- 
dioimmunoassay technique  is  used  only  about  3% 
of  the  patients  with  Goodpasture’s  syndrome  will 
be  found  to  be  lacking  anti  GBM  antibodies  in  their 
blood  stream.  Therefore,  I believe  we  can  say  with 
fairly  strong  certainty  that  this  patient  did  not  have 
Goodpasture’s  syndrome.  I believe  the  most  that 
we  can  say  about  this  patient  is  that  she  had  a disease 


’Nephrologist,  Sioux  Valley  Hospital  and  Central  Plains  Clinic. 
Assistant  Professor  of  Medicine,  University  of  South  Dakota 
School  of  Medicine,  Sioux  Falls,  SD. 


Figure  4 

Typical  crescent  of  rapidly  progressive  glomerulonephritis  com- 
pressed congested  glomerulus. 


process  which  was  characterized  by  crescentic  glo- 
merulonephritis with  rapidly  progressive  renal  fail- 
ure and  pulmonary  hemorrhage.  Although  this 
disease  complex  can  certainly  occur  in  Goodpas- 
ture’s syndrome,  there  are  other  disease  processes 
in  which  these  two  entities  occur  together. 

The  presence  of  renal  disease  and  pulmonary 
hemorrhage  together  has  been  a much  discussed 
syndrome  in  the  literature  over  the  last  several  years; 
and,  although  Goodpasture’s  was  an  initial  clinical 
diagnosis,  many  of  these  patients  ended  up  having 
other  diseases.  These  include  both  bacterial  and  viral 
pneumonias,  pulmonary  congestion,  systemic  lupus 
erythematosus,  Wegener’s  granulomatosis,  cry- 
oglobulinemias, and  Henoch-Schonlein  purpura. 

Emanual  E.  Schwartz,  M.D.,  et  al  in  the  January, 
1977  issue  of  RADIOLOGY,  and  E.  Neil  Schachter 
et  al  in  AMERICAN  REVIEW  OF  RESPIRATORY 
DISEASE,  volume  115,  1977,  and  John  A.  Men- 
chaca,  M.D.,  et  al  in  an  editorial  in  the  JOURNAL 
OF  PEDIATRICS  in  March  of  1979  have  all  re- 
viewed the  problem  of  the  renal  and  pulmonary 
syndromes.  There  certainly  is  a well  described  syn- 
drome of  idiopathic  crescentic  glomerulonephritis, 
and  several  of  these  patients  in  these  reported  series 
have  had  pulmonary  hemorrhage  associated  with 
their  disease  process  independent  of  the  presence  of 
any  circulating  antiglomerular  basement  membrane 
disease. 

From  a therapeutic  point  of  view  the  differentia- 
tion of  the  above  disease  processes  is  obviously  very 
important.  In  those  patients  who  really  do  have 
Goodpasture’s  syndrome,  the  use  of  high  dose  ste- 
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roids,  immunosuppresives  and  intensive  plasma- 
pheresis has  pretty  well  negated  the  need  for  a 
bilateral  nephrectomy,  and  we  can  expect  reasonable 
results  in  survival  and  even  return  of  some  kidney 
function  in  these  patients.  However,  the  use  of  plas- 
mapheresis in  the  other  mentioned  conditions  is 
much  less  clear.  At  the  present  time  there  does  not 
appear  to  be  an  indication  for  the  use  of  plasma- 
pheresis in  Wegener’s  granulomatosis  or  various 
forms  of  polyarteritis  nodosa.  Even  patients  who 
have  anti  GBM  disease,  not  associated  with  Good- 
pasture’s syndrome,  may  not  respond  as  well  as  the 
Goodpasture  patients  to  plasmapheresis.  Certainly 
in  those  patients  who  may  have  an  active  infectious 
process,  plasmapheresis  should  be  avoided  since  it 
will  remove  circulating  immunoglobulins.  There- 
fore, it  was  my  clinical  impression  that  she  did  not 
have  Goodpasture’s  syndrome  but  probably  had 
some  form  of  connective  tissue  disease  necessitating 
therapy  with  intravenous  Solu-Medrol.  However, 
because  an  infectious  process  was  still  under  eval- 
uation at  the  time  of  her  early  hospitalization  she 
also  received  aggressive  therapy  with  antibiotics. 
*DR.  B.  W.  LARSON:  Do  we  know  if  the  pul- 
monary disease  preceded  the  renal  disease  in  this 
case? 

DR.  HENRICKSON:  No,  we  do  not  have  very  early 
creatinines  or  blood  urea  nitrogen  values  to  docu- 
ment this  point. 

^Resident  in  Pathology,  Sioux  Valley  Hospital,  Sioux  Falls,  SD. 


DR.  LARSON:  Could  drugs  have  produced  this 
picture? 

DR.  HENRICKSON:  Yes,  but  the  patient  did  not 
receive  any  drugs.  I was  quite  concerned  that  the 
patient  might  have  received  penicillamine  which 
can  cause  renal  damage.  However,  it  does  not  pro- 
duce rapidly  progressive  glomerulonephritis  with 
crescents  but  usually  produces  an  interstitial  ne- 
phritis. 
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It  works  like  a money  market  fund 
It  works  like  a checking  account. 

It  works  full  time. 


Northwestern  Banks  introduce 

Money  Fund  Checking™  It  gives  you  access  to  money  market 
funds  with  all  the  convenience  of  a checking  account. 

Money  Fund  Checking  is  automatic  cash  management 
that  makes  sure  all  your  money  works  full  time. 
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With  Money  Fund  Checking  the  whole  amount  in 
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Auxiliary  News 


Legislation  is  an  important  aspect  in  medicine 
today.  Are  the  auxilian  spouses  in  your  district  in- 
volved in  legislative  action  pertaining  to  health  care? 
If  not,  why  not?  The  three  common  reasons  would 
most  likely  be:  (1)  they  don’t  know  enough  about 
the  legislative  process,  (2)  they  don’t  know  the  leg- 
islators, (3)  they  don't  think  their  voices  are  very 
significant!  There’s  only  one  way  to  overcome  these 
underestimated  ideas— encourage  your  spouse  to 
become  involved  in  the  political  system.  Remember, 
voices  for  medicine  will  only  be  heard  by  actions. 
It’s  not  too  early  to  plan  to  accompany  your  wife 
to  Pierre  in  February  for  the  annual  auxiliary  spon- 
sored “Legislative  Day”  and  get  acquainted  with 
your  legislator  together. 
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In  the  treatment 
of  insomnia 


Good  mornings 
start  with  restful  nights. 


Dalmane  (flurazepam  HCl/ Roche) 

patients  fall  asleep  faster, 
sleep  longer  and  seldom  awaken 
with  morning  hangover. 

Feeling  well  rested  in  the  morning  usually  means 
having  slept  well  the  night  before.  And  for  insomniac 
patients  receiving  hypnotic  therapy,  a good  morning  also 
means  awakening  with  few  side  effects  from  their  medica- 
tion. Many  physicians  choose  Dalmane  for  their  patients 
who  suffer  from  insomnia  for  this  very  reason. 

Aside  from  enabling  patients  to  fall  asleep  more 
quickly  and  sleep  longer,  Dalmane  seldom  causes  morning 
hangover.  Most  Dalmane  patients  feel  alert  and  refreshed 
when  they  awaken.  In  53  paired-night  clinical  studies 
comparing  Dalmane  and  placebo  in  2010  insomniac 
patients  with  a variety  of  secondary  diagnoses,  most 
Dalmane  patients  awakened  more  alert  and  refreshed,  and 
less  groggy  and  drowsy,  than  on  nights  when  they  had 
taken  only  placebo.1  In  a double-blind  crossover  study  of 


42  patients  in  private  practice,  approximately  three  times 
as  many  patients  reported  feeling  refreshed  and  alert  upon 
awakening  after  a night  on  Dalmane  (flurazepam/Roche) 
compared  to  placebo  nights.2  This  difference  was  highly 
significant  (p<0.001).  And  a retrospective  study  of  2542 
hospitalized  patients  who  received  Dalmane  revealed  only 
a 3.1%  incidence  of  side  effects.3 

While  residual  effects  from  Dalmane  therapy  are 
infrequent,  patients  should  be  cautioned  about  drinking 
alcohol,  driving  or  operating  hazardous  machinery  after 
ingesting  the  drug. 

Efficacy  and  safety  in  a broad 
range  of  patient  types. 

Over  2000  clinical  trials  involving  more  than 
10,000  patients  have  shown  that  Dalmane  patients  fall 
asleep  sooner,  sleep  longer  and  experience  fewer  nocturnal 
awakenings.4  The  safety  and  efficacy  of  Dalmane  have 
been  demonstrated  in  medical  and  surgical  hospitalized 
patients,  in  patients  seen  in  office  practice  and  in  elderly 
patients.5-8  Since  the  risk  of  oversedation,  dizziness,  confu- 
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sion  and/or  ataxia  increases  with  larger  doses  in  the  elder- 
ly, it  is  recommended  that  the  dosage  be  limited  to  15  mg. 

Moreover,  the  efficacy  and  safety  of  Dalmane  for  the 
treatment  of  insomnia  have  been  demonstrated  in  thou- 
sands of  patients  with  a variety  of  primary  medical  condi- 
tions, including  cardiovascular,  neuropsychiatric,  endocrine- 
metabolic,  gastrointestinal,  genitourinary,  respiratory  and 
musculoskeletal  disorders.1  Dalmane  (flurazepam  HCl/Roche) 
is  contraindicated  in  pregnancy  and  in  patients  hypersensi- 
tive to  the  drug. 

Avoids  rebound  insomnia 
upon  discontinuation. 

Rebound  insomnia -a  worsening  of  sleep  beyond 
pretherapy  levels  after  drug  discontinuation-has  been 
reported  as  a potential  clinical  problem  with  some  hypnot- 
ics.910 However,  this  problem  has  not  been  reported  with 
Dalmane.  In  eight  out  of  eight  sleep  laboratory  studies, 
there  were  no  reports  of  rebound  insomnia."  When  you 
prescribe  Dalmane,  you  can  be  confident  of  efficacy  that 
enhances  therapeutic  progress.  Your  insomniac  patients  can 
be  assured  of  a restful  night,  night  after  night— a good  start 
for  a good  morning. 


References:  1.  Data  on  file,  Hoffmann- 
La  Roche  Inc.,  Nutley,  N).  2.  Zimmer- 
man AM:  Cun  Ther  Res  73: 1 8-22 . )an 
1971.  3.  Greenblatt  D),  Allen  MD, 

Shader  Rl:  Clin  Phannacol  Ther 
21: 355-361,  Mar  1977  4.  Data  on 
(ile,  Hoffmann-La  Roche  Inc.,  Nutley, 

NJ.  5.  Meyer  )A.  Kurland  KZ:  Milil  Med 
735  471-474.  AuS  1973  6.  Feffer  HL. 
Gibbons  B:  Med  Times  707  (8):  130- 
135,  Aug  1973.  7.  Jacobson  A el  al: 
Psychophysiology  7:345,  Sep  1970. 

8.  Frost  |D  Jr,  DeLucchi  MR:  / Am  Gerialr 
Soc  27:541-546,  Dec  1979.  9.  Kales 
A,  Scharf  MB.  Kales  JD:  Science 
201 : 1039-1041,  Sep  1978.  10.  Kales 
A el  al:  IAMA  241 : 1692-1695,  Apr 
1979.  11.  Monti  JM:  Methods  Tind  Txp 
Clin  Pharmacol  3(5):303-326,  1981. 


Ibr  efficacy  from  the  beginning 
to  the  end  of  therapy 

15-mg/30-mg  capsules 


Dalmane 


€ 


flurazepam  HCl/Roche 

stands  apart 


Please  see  following  page  for  summary  of  product  information. 


Dalmane® 

flurazepam  HCI/Roche 

15-ms/30-ms  capsules 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  habits; 
in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown 
effectiveness  for  at  least  28  consecutive  nights  of 
administration.  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended.  Repeated  therapy  should 
only  be  undertaken  with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HC1;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malforma- 
tions associated  with  benzodiazepine  use  during  the  first 
trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g. , operating  machinery,  driv- 
ing). Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  1 5 years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication  for 
a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edneSs,  staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  GI 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity. weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients.  Elderly  or  debilitated  patients:  1 5 mg 
recommended  initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HQ. 


WHY YOU 
SHOULD 
MAKE  A 
CORPORATE 
COHTRIBU- 
TIOH  TO 
THE  AD 
C0UHCIL 

The  Advertising  Council  is  the  biggest 
advertiser  in  the  world.  Last  year,  with 
the  cooperation  of  all  media,  the  Coun- 
cil placed  almost  six  hundred  million 
dollars  of  public  service  advertising. 
Yet  its  total  operating  expense  budget 
was  only  $1,147,000  which  makes  its 
advertising  programs  one  of  America’s 
greatest  bargains ...  for  every  $1  cash 
outlay  the  Council  is  generating  over 
$600  of  advertising. 

U.S.  business  and  associated  groups 
contributed  the  dollars  the  Ad  Council 
needs  to  create  and  manage  this 
remarkable  program.  Advertisers,  ad- 
vertising agencies,  and  the  media 
contributed  the  space  and  time. 

Your  company  can  play  a role.  If  you 
believe  in  supporting  public  service 
efforts  to  help  meet  the  challenges 
which  face  our  nation  today,  then  your 
company  can  do  as  many  hundreds  of 
others — large  and  small— have  done. 
You  can  make  a tax-deductible  con- 
tribution to  the  Advertising  Council. 

At  the  very  least  you  can,  quite  easily, 
find  out  more  about  how  the  Council 
works  and  what  it  does.  Simply  write  to: 
Robert  P.  Keim,  President,  the  Adver- 
tising Council,  Inc.,  825  Third  Avenue, 
New  York,  New  York  10022. 


A Public  Service  of  This  Magazine 
& The  Advertising  Council 


The  cost  of  preparation  of  this  advertisement 
was  paid  for  by  the  American  Business  Press, 
the  association  of  specialized  business  publi- 
cations. This  space  was  donated  by  this 
magazine. 
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I \for  the  '80s 


SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 

AAFP  Report  on  Survey  of 
1982  Graduating  Family  Practice  Residents 


The  total  number  of  graduates  surveyed  was  2183.  Of  this  number  1934  (89%)  responded.  Of  these  respondees,  1831  indicated  type 
of  practice  arrangement  and  1522  specified  the  size  of  the  community  which  they  plan  to  serve.  A summary  of  the  results  as  of  July 
1982,  follows. 

Practice  Arrangements  of  1982  Graduating  Residents 


Number  of 

Percentage  of  Total 

Type  of  Practice  Arrangements 

Reporting  Grads 

Reporting  Grads 

Family  Practice  Group 

410 

22.4% 

Multi-Specialty  Group 

167 

9.1% 

Two-Person  Family  Practice  Group  (Partnership) 

295 

16.1% 

Solo 

277 

15.1% 

Practice  (arrangement  not  specified) 

98 

5.4% 

Military 

119 

6.5% 

Teaching 

67 

3.7% 

USPHS 

124 

6.8% 

Emergency  Room 

80 

4.4% 

Hospital  Staff 

22 

1.2% 

Research 

4 

.2% 

Administrative 

6 

.3% 

Further  Training 

42 

2.3% 

Fellowship 

35 

1.9% 

None  of  the  above 

85 

4.6% 

1,831 

100.0% 

Distribution  of  1982  Graduating  Residents  by  Community  Size 

Character  and 

Number  of 

Percentage  of  Total 

Cummulative  Percentage  of 

Population  of  Community 

Reporting  Grads 

Reporting  Grads 

Total  Reporting  Grads 

Rural  area  or  town  (less 
than  2500)  not  within  25 
miles  of  large  city 

113 

7.4% 

7.4% 

Rural  area  or  town  (less 
than  2500)  within  25 
miles  of  large  city 

42 

2.8% 

10.2% 

Small  town  (2500-25,000) 
not  within  25  miles  of 

384 

25.2% 

35.4% 

large  city 

Small  town  (2500-25,000) 
within  25  miles  of 

221 

14.5% 

49.9% 

large  city 

Small  city  (25,000-100,000) 

234 

15.4% 

65.3% 

Suburb  of  small  metropolitan  area 

50 

3.3% 

68.6% 

Small  metropolitan  area 
(100,000-500.000) 

163 

10.7% 

79.3% 

Suburb  of  large  metropolitan  area 

141 

9.3% 

88.6% 

Large  metropolitan  area 
(500,000  or  more) 

108 

7.1% 

95.7% 

Inner  city/low  income  area 
(500,000  or  more) 

66 

4.3% 

100.0% 

1,522 

100.0% 

FAMILY  MEDICINE  REFRESHER  HOME  STUDY  COURSE  (Formerly  Primary  Care  Update) 

Courses  Begin  November  29,  1982  and  January  10,  1983 

Option  1:  125  CME  Hours:  A complete  review  including  17  sessions  and  a pictorial  final  examination.  Approximately 

48  weeks  are  allowed  for  completion  (two  weeks  per  session  plus  five  2-week  breaks).  $475.00  for  AAFP 
members  and  $495.00  for  non-members. 

Option  2:  63  CME  Hours:  A personalized  program.  Participant  selects  9 topics.  This  option  requires  24  weeks  to 
complete.  $295.00  for  AAFP  members  and  $315.00  for  non-members. 

All  materials  needed  to  complete  the  course  are  mailed  directly  to  the  participant's  home  or  office.  The  two  course  textbooks 
(included)  are:  Current  Medical  Diagnosis  and  Treatment,  1982  edition,  and  Current  Pediatric  Diagnosis  and  Treatment,  1982 
edition. 

Contact:  Brenda  Bailey,  GAFP  Educational  Foundation,  11  Corporate  Square,  Suite  235,  Atlanta,  Georgia  30329,  (404)  321-6887 


December  is 


ENDOWMENT  MONTH 

A Special  Time  to 
Support  the 

SOUTH  DAKOTA  MEDICAL  SCHOOL 
ENDOWMENT  ASSOCIATION 

Your  contribution* 

• Provides  loans  to  students  at  the  USDSM 

• Provides  monies  for  the  Dean  s Fund  at  the  USDSM 

• Provides  other  assistance  to  the  USDSM  and  its 
students  and  faculty 

HELP  US  HELP  OTHERS  - BE  GENEROUS! 


Send  your  check  today  to: 


S.D.  Medical  School  Endowment  Assn. 
608  West  Ave.  N. 

Sioux  Falls,  S.D.  57104 

*Tax  deductible 
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SOUTH  DAKOTA 


General/Family  Practitioner 

Busy  practice  in  progressive,  rural 
community.  Practice  includes  rotating 
satellite  clinic  and  call  schedules.  Sal- 
ary minimum  of  $50,000  and  nego- 
tiable, corporate  membership  avail- 
able, excellent  benefits,  moving/inter- 
view expenses  furnished.  Well 
equipped  hospital.  Abundant  recrea- 
tion. For  more  information  call  701- 
246-3391,  ext.  59  or  50,  or  submit 
resume  to  Rolette/Dunseith  Clinic,  Box 
508,  Rolette,  N.D.  58366. 


FAMILY  PRACTICE  PHYSICIAN 
OR 

PRIMARY  CARE  ORIENTED  INTERNIST 

To  join  two  family  practice  physicians  and  a 
Board  certified  surgeon  in  a group  practice. 
Located  in  a community  of  2,500  in  Southwest 
Minnesota.  This  medical  clinic  is  supported 
by  a modern  30  bed  acute  care  hospital  and 
1 38  bed  skilled  long  term  care  facility.  Guar- 
anteed first  year  income,  will  pay  travel  ex- 
penses for  interview.  Interested  physicians 
send  curriculum  vitae  to: 

William  Wilson,  Administrator 
Springfield  Community  Hospital 
P.O.  Box  146 

Springfield,  Minnesota  56087 
or  call  collect  (507)  723-4215  for  more  information. 


South  Dakota  Society  Of 
Pathologists 


Officers  for  1982-83 

Jerry  L.  Simmons,  M.D.,  President 
Thomas  E.  Henry,  M.D.,  Vice  President 
Beth  L.  Johnson,  M.D.,  Secretary-Treasurer 


NOVEMBER  1982 
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**  Future  Meetings 

D 


December 

Advanced  Cardiac  Life  Support,  Sioux  City,  IA,  Dec.  3-5.  AMA 
Category  I credits.  Contact:  Richard  Caplan,  M.D.,  Assoc.  Dean 
for  CME,  U.  of  Iowa  College  of  Med.,  Iowa  City,  IA  52242. 

Advances  in  Surgical  Endocrinology:  What’s  New  in  Surgery,  U. 

of  Kansas  Med.  Ctr.,  Kansas  City,  KS,  Dec.  6-8.  Fee:  $325. 
18  hrs.  AMA  Category  I credits  & 16.5  hrs.  AAFP  credits. 
Contact:  Office  of  Continuing  Ed.,  U.  of  Kansas,  Coll,  of  Health 
Sci.  & Hosp.,  Rainbow  at  Olathe  Blvd.,  Kansas  City,  KS  66103. 
Phone:  (913)  588-4488. 

Coronary  Heart  Disease:  A Comprehensive  Review  of  Principles 
and  Practice,  St.  Paul-Ramsey  Med.  Ctr.,  St.  Paul,  Minn.,  Dec. 
9-11.  1 8-62  hrs.  AMA  Category  I credits.  Contact:  Charles  W. 
Drage,  M.D.,  Dir.,  CME,  St.  Paul-Ramsey  Med.  Ctr.,  640 
Jackson  St.,  St.  Paul,  MN  55101.  Phone:  (612)  221-3992. 


January 

Ophthalmology  Clinical  Conference,  Coll,  of  Med.,  U.  of  Iowa, 
Iowa  City,  IA,  Dec.  1 . AMA  Category  I credits.  Contact:  Rich- 
ard Caplan,  M.D.,  Assoc.  Dean  for  CME,  U.  of  Iowa  College 
of  Med.,  Iowa  City,  IA  52242. 

Current  Concepts  in  Pain  Management,  Steamboat  Springs,  CO, 
Jan.  8-14.  Fee:  $250.  Contact:  D.  Berman,  M.D.,  Frog.  Dir., 
3301  Johnson  St.,  Hollywood,  FL  33021.  Phone:  (305)  989- 
6650. 

Radiation  Therapy  Seminar,  Coll,  of  Med.,  U.  of  Iowa,  Iowa 
City,  IA,  Jan.  20.  AMA  Category  I credits.  Contact:  Richard 
Caplan,  M.D.,  Assoc.  Dean  for  CME,  U.  of  Iowa  College  of 
Med.,  Iowa  City,  IA  52242. 


Thermography  and  Breast  Screening,  Chicago  Marriott  O’Hare, 
Chicago,  111.,  Jan.  21,  1983.  Fee:  $150.  Contact:  Paula  Hobbins, 
Thermal  Image  Analysis,  P.O.  Box  5368,  Madison,  WI  53705. 
Phone:  (608)  273-0362. 

2nd  Annual  Winter  Congress  on  Computed  Tomography  and  Ul- 
trasonography, St.  Moritz,  Switzerland,  Jan.  20-30.  AMA  Cat- 
egory I credits.  Contact:  Congress  Secretary,  2nd  Annual  Winter 
Congress,  Dept,  of  Rad.,  West  Park  Hosp.  22141  Roscoe  Blvd., 
Canoga  Park,  CA  91304.  Phone:  (213)  340-0580  ext.  280. 


February 

Ophthalmology  Clinical  Conference,  Coll,  of  Med.  U.  of  Iowa, 
Iowa  City,  IA,  Feb.  2.  AMA  Category  I credits.  Contact:  Richard 
Caplan,  M.D.,  Assoc.  Dean  for  CME,  U.  of  Iowa  College  of 
Med.,  Iowa  City,  IA  52242. 

Advanced  Cardiac  Life  Support,  Des  Moines,  IA,  Feb.  11-13. 
AMA  Category  I credits.  Contact:  Richard  Caplan,  M.D.,  Assoc. 
Dean  for  CME,  U.  of  Iowa  College  of  Med.,  Iowa  City,  IA 
52242. 


Radiation  Therapy  Seminar,  Coll,  of  Med.,  U.  of  Iowa,  Iowa 
City,  IA,  Feb.  1 7.  Contact:  Richard  Caplan,  M.D.,  Assoc.  Dean 
for  CME,  U.  of  Iowa  College  of  Med.,  Iowa  City,  IA  52242. 

Current  Concepts  in  Pain  Management,  Steamboat  Springs,  CO, 
Feb.  28-Mar.  4.  Fee:  $250.  Contact:  D.  Berman,  M.D.,  Prog. 
Dir.,  3301  Johnson  St.,  Hollywood,  FL  33021.  Phone:  (305) 
989-6650. 

Interdisciplinary  Approach  to  Treatment  of  the  Critically  111  Pa- 
tient, St.  Paul-Ramsey  Med.  Ctr.,  St.  Paul,  Minn.,  Feb.  24-26. 
1 6 hrs.  AMA  Category  I credits.  Contact:  Charles  W.  Drage, 
M.D.,  CME,  St.  Paul-Ramsey  Med.  Ctr.,  640  Jackson  St.,  St. 
Paul,  MN  55101.  Phone:  (612)  221-3992. 

April 

Clinical  Cytopathology  for  Pathologists— Postgraduate  Course, 

Johns  Hopkins  U.  School  of  Med.  & Hosp.,  Baltimore,  MD, 
Apr.  18-29,  1983.  Home-study  course  offered  during  Mar.  & 
Apr.  125  hrs.  AMA  Category  I credits.  Contact  before  Feb.  2: 
John  K.  Frost,  M.D.,  610  Pathology  Bldg.,  The  Johns  Hopkins 
Hosp.,  Baltimore,  MD  21205. 


NATIONAL  LIMBS,  INC. 

Orthosis  & Prosthesis 
Breast  Prosthesis 
& Supports 

620  West  18th  St. 

Sioux  Falls,  S.D.  57104 
(605)  336-0822 


Charles  M.  Jensen  C.O.,  Pres. 
Robert  J.  Leitholf  B.S.,  C.P. 
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Published  Monthly  by  the  S.D.  State  Medical  Assn. 

Volume  XXXV  December  1982  Number  12 


Carcinoma  Of  The  Breast  — An  Update 
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Clinicopathological  Conference 
Unusual  Presentation  Of  Hodgkins  Disease 
Twelve  Year  Old  Boy  With  Left  Plueral  Effusion 
And  Weight  Loss  Of  Four  Months  Duration 
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Three  important  products 
from  Dista 

Nalfori  200  200-mg*  Pulvules® 


fenoprofen  calcium 

Nolfon 

fenoprofen  calcium 


300-mg*  Pulvules 
600-mg*  Tablets 


Keflex 

cephalexin 


250  and  500-mg  Pulvules 

125  and  250-mg  Oral  Suspensions 


•Present  as  230  6 mg.  345  9 mg,  and  691  8 mg  of  the  calcium  salt  of  fenoprofen  dihydrate  equivalent  to  200 
mg,  300  mg,  and  600  mg  fenoprofen  respectively 

Additional  information  available  to  the  profession  on  request. 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 


100062 


They  work  so 

well  together. 


One  of  man's  most  amazing  explo 
rations  and  scientific  adventures,  the ' 
successful  Gemini  flight  program 
was  a triumph  of  imagination  and-\ 
teamwork.  Two  men  learned  tc 
operate  in  space,  to  rendezvous,  tc 
dock,  and  to  work  outside  theii 
spacecraft  in  the  hard  vacuum  oi 
outer  space.  Not  only  did  they  coor- 
dinate their  efforts  with  ground 
backup,  they  also  complemented 
each  other's  activities  within  the 
close  confines  of  the  space  capsule. 


© 1982  Warner-Lambert  Company 


Anusol-HC 

&Tuclzs 


...another  well-known  pair  that 
works  so  well  together!  Ninety- 
five  percent  of  colon /rectal 
surgeons  surveyed*  added 
Tucks  pads  concomi- 
I tantly  to  hemorrhoidal 
i treatment  programs 
they  recommended. 


Anuso/-HCs 

Suppositories  / Cream 
with  Hydrocortisone  Acetate 
The  # 1 physician-prescribed  product  for  hemor- 
rhoids and  other  common  anorectal  disorders ** 

□ Antiinflammatory,  to  relieve  edema,  burning, 
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Carcinoma  Of  The  Breast — An  Update 


Robert  H.  Quinn,  M.D.* 


ABSTRACT 

The  entire  subject  of  carcinoma  of  the  breast  is 
undergoing  rapid  change.  Theories  relating  to  the 
natural  history  and  etiology  are  presented.  Various 
forms  of  therapy  and  the  changes  that  are  taking 
place  in  the  treatment  of  breast  carcinoma  are  re- 

It  seems  that  everyone  is  an  expert  on  breast  car- 
cinoma. Almost  every  lay  magazine  and  newspaper 
carry  authoritative  reports  on  breast  diseases.  Pol- 
itician’s wives,  movie  actresses  and  newspaper  col- 
umnists have  become  experts,  as  well.  Every  type 
of  practitioner  in  the  United  States  considers  himself 
an  expert  and  therefore,  I can  claim  to  be  an  expert. 
It  is  sad  to  report,  however,  there  is  very  little  con- 
sensus of  opinion  as  to  the  causative  factors  of  car- 
cinoma of  the  breast  and  the  treatment  of  the  same. 
Early  diagnosis  of  breast  carcinoma  is  one  factor 
increasing  the  curability  that  is  universally  accepted. 
The  physicians  and  the  patients  have  an  equal  re- 
sponsibility in  making  an  early  diagnosis  in  this 
disease.  All  available  techniques  including  self  ex- 
amination, routine  physical  examinations  and  per- 
sonal knowledge  of  the  risk  factors  concerning 
carcinoma  of  the  breast  should  be  used  in  screening 
patients  in  a knowledgeable  manner.1 
Risk  Factors 

Wide  gaps  exist  in  our  knowledge  of  the  natural 
history  and  precursors  of  carcinoma  of  the  breast. 
Which  patients  are  “at  risk?”  Books  are  written  on 
this  subject. 

Henry  Lynch2  of  Creighton  University  has  prob- 
ably done  more  work  on  the  hereditary  aspects  of 

*Professor  and  Chairman,  Division  of  Surgery  and  Surgical  Sub- 
specialties, University  of  South  Dakota  School  of  Medicine, 
Sioux  Falls,  SD. 


viewed.  Methods  of  staging  the  various  types  of 
breast  carcinoma  and  the  mortality  rates  associated 
w ith  these  are  discussed.  This  paper  does  not  attempt 
to  select  one  theory  of  etiology  nor  treatment  over 
another  and  deals  with  the  subject  in  a very  general 
manner. 

breast  carcinomas  than  any  other  investigator.  (In- 
cluded are  his  studies  done  in  South  Dakota.)  He 
estimates  that  25%  of  patients  with  carcinoma  of 
the  breast  manifest  a “familial”  occurrence.  This  is 
operationally  defined  as  two  or  more  first  degree 
relatives  with  verified  breast  carcinoma.  Approxi- 
mately one-third  of  such  familial  occurrences,  (7% 
of  all  breast  carcinoma  patients)  demonstrate  evi- 
dence of  an  hereditary  etiology  when  subjected  to 
meticulous  medical-genetic  study.  Hereditary  breast 
cancer  and  its  non-hereditary  counterpart  are  dif- 
ferent and  the  hereditary  types  usually  have: 

1 . Early  onset 

2.  Bilateral  breast  cancer  and  excess  of  multiple 
primary  lesions 

3.  Vertical  transmission 

4.  Prolonged  survival2 

Clinicians  should  be  aware  of  the  family  history 
of  their  patients  and  should  look  for  familial  tend- 
encies.3 

Patients  who  have  a personal  history  of  carcinoma 
of  the  breast  are  five  times  more  at  risk  in  the  op- 
posite breast  than  the  average  woman.4  Furthermore, 
some  are  at  even  higher  risk  including  those  having 
familial  carcinoma  of  the  breast  and  are  under  fifty 
years  of  age  when  the  first  breast  lesion  is  discovered. 
Those  with  lobular  carcinoma  in  situ  also  have  a 
high  incidence  of  bilaterality. 

Dietary  variances  have  been  linked  to  both  benign 
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and  malignant  breast  disease.  Robert  S.  London,  as 
quoted  by  JAMA,5  felt  that  exogenous  Vitamin  E 
helped  better  than  half  of  his  patients  with  “fibro- 
cystic disease.” 

Doctor  Michael  McMillin  of  our  faculty  is  doing 
research  concerning  diet  and  carcinoma  of  the  pros- 
tate and  feels  that  there  is  a possibility  of  relationship 
between  diet  and  carcinoma  of  the  breast,  as  well. 
Po6  in  1975  showed  that  chronic  high  fat  intake 
elevates  the  serum  prolactin  levels  and  thus  raises 
the  prolactin  estrogen  ratio  and  thereby  promotes 
mammary  tumor  cell  growth.  Thus,  in  some  un- 
known manner,  dietary  fat  levels  influence  cyclic 
surges  of  prolactin  from  the  pituitary  into  the  cir- 
culation. 

Studies  by  F.  deWaard  show  a considerable  dif- 
ference in  the  incidence  of  carcinoma  of  the  breast 
based  on  the  total  body  mass  between  the  Neth- 
erlands and  Japan.7 

In  keeping  with  the  above  and  no  doubt  related, 
are  the  studies  of  Nick  Petrakis8  reporting  a rela- 
tionship between  the  distribution  of  wet  cerumen 
phenotypes  and  international  breast  carcinoma 
mortality  and  morbidity  rates.  It  was  noted  by  him 
that  in  Asian  women  there  is  a decrease  in  secretory 
activity  of  the  non-lacting  breast,  especially  in 
women  with  dry  cerumen,  feeling  that  the  lack  of 
secretion  allows  carcinogens  to  remain  in  the  breast 
for  longer  periods  of  time. 

Doctor  Robert  Good9  at  a recent  lecture  given  in 
Vermillion,  South  Dakota  (March  31,  1982)  felt  that 
90%  of  breast  carcinomas  could  be  prevented  by 
proper  dietary  restrictions  starting  at  the  time  of 
weaning  (developing  normal  but  late  estrocycles). 

A past  and  present  history  of  “cystic  disease  of 
the  breast”  always  creates  controversy  when  con- 
sidering its  relationship  to  carcinoma  of  the  breast. 
This  topic  bears  some  review. 

Moskowitz  et  al10  have  studied  cases  of  epithelial 
proliferation  disorders  and  classified  them  into  ten 
well-defined  groups  (not  stages  or  grades).  They 
wished  to  consider  the  lineal  relationship  between 
the  various  categories  and  evaluate  the  distribution 
of  the  same.  For  example,  they  grouped  papillom- 
atosis and  intraductal  papilloma  together.  Adenosis 
was  a separate  category  and  included  florid  adenosis, 
adenosis  and  sclerosing  adenosis.  Does  hyperplasia 
without  atypia  tend  to  develop  into  hyperplasia  with 
atypia?  These  authors  tend  to  believe  there  is  a se- 
quential chain  of  occurrences  from  proliferative 
through  malignant  disease,  but  admit  that  it  is  haz- 
ardous to  extrapolate  from  their  data  with  any  degree 
of  confidence.  They  also  theorize  that  the  initial 
insult  occurs  at  a relatively  early  age.  Others  feel 
that  the  insult  occurs  from  conception  onward,  most 
probably  around  the  menarche.11 

Now  that  we  have  established  a theory,  let  us  start 


to  look  at  it  carefully  for  possible  flaws. 

Cancer  of  the  breast  occurs  more  often  in  nulli- 
parous  females  than  those  women  having  early 
pregnancies.  Occidentals  have  a much  higher  breast 
cancer  rate  than  do  the  Japanese.  Are  there  hormonal 
changes  occurring  or  conditioned  in  the  teens?12-1314 
Haagensen,15  one  of  the  outstanding  authorities 
on  carcinoma  of  the  breast,  has  his  own  classification 
of  benign  epithelial  lesions  of  the  breast.  Many  au- 
thors and  reports  discuss  “cystic  diseases”  and  bulk 
together  the  following:  fibrocystic  disease,  chronic 
cystic  mastitis,  mastitis,  cystic  hyperplasia,  cystic 
mastopathy,  chronic  mastitis,  epithelial  dysplasia 
and  a multitude  of  other  conditions.  If  this  seems 
confusing  to  you,  think  what  it  does  to  our  poor 
medical  students  trying  to  comprehend  this  morass 
of  information.  Some  of  these  phenomena  are  so 
common  as  to  be  considered  normal.  Others  can  be 
considered  precursors  of  carcinoma.  The  Columbia 
Classification  is  as  follows: 

A.  Microscopical  features  normally  seen  in  the 
breast  of  modern  women.  They  do  not  form  a 
palpable  tumor  and  do  not  predispose  to  sub- 
sequent carcinoma. 

1.  Blunt  ducts 

2.  Microcysts— cysts  less  than  3 mm  in  di- 
ameter. They  evolve  from  blunt  ducts. 

3.  Apocrine  epithelium 

B.  Microscopical  lesions  frequently  seen  in  the 
breast  of  modern  women,  but  not  often  enough 
to  be  regarded  as  normal  components.  They  do 
not  form  a palpable  tumor  and  do  not  predispose 
to  subsequent  carcinoma. 

4.  Adenosis.  When  very  extensive  it  may  form 
a palpable  tumor. 

5.  Papillomatosis 

C.  Clinically  evident  lesions  which  often  form  a 
palpable  tumor  but  do  not  predispose  to  sub- 
sequent breast  carcinoma. 

6.  Fibrous  disease 

7.  Solitary  intraductal  papilloma  in  a subar- 
eolar terminal  duct 

D.  A microscopical  lesion  which  does  not  form  a 
palpable  tumor  but  does  predispose  to  subse- 
quent carcinoma. 

8.  Lobular  neoplasia  (misnamed  lobular  car- 
cinoma in  situ) 

E.  Clinically  evident  breast  lesions  which  form  a 
palpable  tumor  and  do  predispose  to  subsequent 
carcinoma. 

9.  Multiple  intraductal  papilloma.  A number 
of  ducts,  usually  peripheral,  are  involved. 

10.  Gross  cysts.  They  are  3 mm  and  more  in 
diameter  and  are  visible  to  the  naked  eye. 
When  they  reach  10  mm  in  diameter  they 
are  usually  palpable. 
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Gross  cysts  of  the  breast  usually  are  found  bilat- 
erally and  large  enough  to  be  seen  by  the  naked  eye 
and  usually  are  palpable.  These  are  considered  in 
comparison  to  microcysts  which  should  be  consid- 
ered almost  a normal  condition  in  modem  women. 
Many  physicians  (including  myself)  have  called  the 
normal  premenstrual  nodularity  and  tenderness  of 
breast— “cystic  reactions.”  This  puts  an  undue  worry 
on  the  minds  of  our  young  ladies  because  of  the 
eluded  relationship  between  carcinoma  of  the  breast 
and  “cystic  disease.” 

Gross  cystic  disease  usually  produces  no  symp- 
toms other  than  the  discovery  of  a mass.  We  are 
all  very  knowledgeable  of  the  so-called  “blue-domed 
cyst.”  The  age  of  onset  is  in  the  mid-menstrual  pe- 
riod (35-55)  as  a rule  and  they  are  no  doubt  hor- 
monally related.  Gross  cysts  and  carcinoma  of  the 
breast  have  a relationship  according  to  Haagensen 
and  put  the  patient  at  four  times  the  risk  of  the 
average  person.  Gallager,16  an  equally  respected  au- 
thority feels  the  risk  factor  should  be  closer  to  2.2 
times.  He  believes  it  is  the  same  rate  as  for  all  “fi- 
brocystic disease.”  This  author  respects  the  path- 
ological atypia  as  the  entity  of  importance. 

Most,  if  not  all  authorities,  believe  that  simple 
aspiration  of  macrocysts  is  the  treatment  of  choice. 
Biopsy  is  indicated  if  the  fluid  aspirate  is  bloody,  if 
the  lesions  continue  to  recur,  or  the  lesion  does  not 
completely  disappear.  Carcinoma  does  not  arise 
from  the  cyst  itself. 

One  other  group  of  “at  risk  patients”  are  those 
with  a history  of  carcinoma  of  other  organs,  espe- 
cially the  ovaries  and  of  course,  as  noted,  carcinoma 
of  the  opposite  breast. 

One  out  of  1 3 women  will  develop  breast  carci- 
noma (7%),  but  we  have  outlined  a group  of  patients 
above,  that  will  need  special  screening  and  obser- 
vation.17 

Methods  of  Diagnosis 

Diagnostic  aids  in  evaluating  breast  disease  in- 
clude monthly  self  breast  examinations  and  periodic 
examinations  by  the  physician.  These  will  detect  the 
gross  or  large  lesions.  The  frequency  of  physician 
visits  should  be  related  to  the  patient’s  risk  factor. 

Mammography  and  xeromammography  can  de- 
tect some  breast  cancers  in  a preclinical  stage,  one 
to  two  years  before  the  lesions  reach  a clinically 
palpable  size. 

Other  methods  coming  into  use  are:  NMR  Scans 
(Nuclear  Magnetic  Resonance,  and  Radiocolloid 
Lymphoscintigraphy)18  (to  help  stage  lesions)  and 
of  course  that  modality  known  to  all  South  Dako- 
tans, thermography.  Ultrasonography  is  being  used 
with  success  as  a diagnostic  tool  for  breast  carcinoma 
but  requires  an  expensive  dedicated  unit.19  C.  T. 


scanning  started  in  the  United  States  with  a dedi- 
cated breast  unit  and  is  still  being  used  in  some 
centers. 

Biopsies  of  the  breast  can  be  incisional  or  exci- 
sional.  Needle  biopsies  are  advocated  by  many,20 
but  should  be  used  with  the  blessing  of  the  local 
pathologists.  Preoperative  roentgenographically 
guided  percutaneous  localization  of  occult  breast  le- 
sions can  be  used  with  success.21  Questions  still  arise 
as  to  the  prognosis  of  carcinoma  of  the  breast  in 
patients  undergoing  a two-step  procedure  (biopsy 
with  delayed  surgery).  Kinne  of  Sloan-Kettering 
Institute22  states  that  until  further  evidence  is  avail- 
able showing  the  safety  of  the  two-step  procedure, 
their  surgeons  are  advocating  the  one-step  procedure 
(biopsy  and  surgery  at  the  same  time). 

The  purpose  of  this  paper  is  not  to  go  into  the 
various  modes  of  therapy,  but  some  explanation  of 
some  of  the  surgical  trends  should  be  mentioned. 
All  practitioners  should  be  cognizant  of  the  surgical 
terminology  used  in  modern  day  breast  therapy. 
Biopsies  were  discussed  above. 

Lumpectomies  and  tylectomies.  Quadrant  resec- 
tions are  exactly  what  the  term  implies.  Simple  mas- 
tectomies can  be  complete  or  incomplete,  or 
subcutaneous.  These  can  be  associated  with  axillary 
dissection  or  biopsy. 

Radical  mastectomies  refer  to  the  standard 
Halsted  procedure.  Modified  radical  mastectomies 
should  refer  to  the  Patey  procedure  in  which  the 
pectoralis  minor  is  removed  or  divided  and  the  pec- 
toralis  major  is  left  intact.  The  extended  radical  in- 
cludes mammary  node  dissection. 

There  is  a strong  effort  now  being  made  to  improve 
the  cosmetic  results  following  surgery  and  to  better 
allow  the  plastic  and  reconstructive  surgeon  to  re- 
structure the  tissues  in  a more  pleasing  manner. 

Before  leaving  the  subject  of  surgical  therapy,  the 
author  wishes  to  alert  practicing  physicians  to  the 
fact  that  early  reports  on  the  morbidity  and  mortality 
following  breast  cancer  therapy  are  most  misleading. 
Five  year  survival  rates  should  not  be  used  as  a 
guide  to  therapy.  Secondly,  in  advising  a patient 
concerning  cosmetic  surgery,  one  must  take  into 
consideration  the  risks  that  may  be  involved.  Tissue 
salvage  procedures  at  times  can  have  poor  results.23 
A surgeon  must  continue  to  treat  the  primary  disease 
following  his  own  standards  set  forth  for  cancer  sur- 
gery, taking  into  consideration  the  educated  wishes 
of  his  patient.  The  National  Surgical  Adjuvant  Proj- 
ect for  Breast  Cancer  opened  protocol  B-06  for  clin- 
ical trial  on  certain  selected  patients  in  1976 
following  several  prospective,  randomized  studies 
comparing  lesser  surgical  procedures.24  The  study, 
of  course,  has  not  had  enough  time  to  allow  accurate 
statistics  to  be  developed,  but  in  certain  instances 
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it  seems  to  suggest  that  lesser  procedures  may  be  as 
effective  as  more  radical  procedures. 

Combination  therapy  utilizing  radiation  therapy, 
chemotherapy  and  endocrine  manipulations  will  be 
discussed  by  others. 

Incidence  and  Mortality  Rate  of  Breast  Cancer 

Breast  cancer  in  the  United  States  accounts  for 
23.2  deaths  per  100,000  population  per  year.  In 
Japan  there  are  about  6 deaths  per  year  and  in  Mex- 
ico—7 per  100, 000. 8 As  noted  previously,  1 out  of 
13  women  will  develop  breast  carcinoma  in  the 
United  States. 

Prognosis  of  Breast  Carcinoma 

Physicians  must  be  knowledgeable  regarding  a 
method  of  staging  to  logically  understand  therapy 
and  give  a reasonable  prognosis. 

Histological  differences  go  from  the  most  benign 
lobular  carcinoma  in  situ  to  the  malignant  extreme, 
inflammatory  carcinoma. 

The  size  of  the  tumor,  the  number  of  axillary 
lymph  nodes  involved,  and  the  age  of  the  patient 
affect  the  outcome  as  does  the  type  of  therapy,  the 
ER  and  PR  receptor  status  and  the  other  risk  factors 
as  noted  previously. 

Department  of  Health,  Education  and  Welfare 
statistics  from  1950-1973  unfortunately  show  very 
little  improvement  in  the  long-term  survival  of 
breast  cancer  patients  during  these  two  decades. 
Short-term  survival  has  been  improved  in  selective 
cases  as  will  be  brought  out  by  other  contributors.25 
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Everyone’s  talking 
about  helping  patients 
understand  their 
prescription  medication. . . 


ROCHE 
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with  your  help, 

Roche  has  been  doing 
something  about  it 

WHAT  IF 

Roche  Laboratories  followed  up  the  production  and  free 
distribution  of  24  million  copies  of  the  Medication  Education 
WHAT  IF  Book  to  patients  via  physicians,  pharmacists  and 
other  health  care  professionals  with  a new  series  of  booklets 
on  important  classes  of  medicines.  The  new  booklets  can 
be  used  with  your  patients  to  supplement  your  directions  on 

HOWTO 

• Use  these  classes  of  medicines  appropriately 

• Ensure  maximum  benefits  from  their  proper  use 

• Avoid  risks  that  can  follow  their  misuse 


Check  below  for  free  supply  of  booklets  desired;  complete  coupon 
and  mail  to  Professional  Services  Department,  Roche  Laboratories, 
Division  of  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110. 
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Roche  Laboratories 

Division  of  Hoffmann-LaRoche  Inc. 

Nutley,  New  Jersey  07110 


NAME 


STREET  ADDRESS 


Medicines  that  matter  from  people  who  care  CITY 


STATE 


ZIP 


PRINTED  IN  U.S.A. 


There  has  been  much  written  about  the  perceived 
physician  surplus  or  doctor  glut  which  is  expected 
imminently.  The  Graduate  Medical  Education  Ad- 
visory Committee  (GMEAC)  issued  a seven  volume 
report  in  1980  forecasting  a surplus  of  70,000  phy- 
sicians in  1990  (15%)  and  a surplus  of  145,000  in 
2000AD  (29%)  if  present  mechanisms  continue  to 
operate. 

The  Bureau  of  Health  Professions  (BHP)  of  the 
HHS  has  also  been  forecasting.  It  used  a different 
model,  one  that  treats  medical  services  as  it  would 
any  other  service  commodity.  BHP  just  released  its 
1982  report.  It  forecasts  a 3-5%  surplus  for  1990 


and  the  same  3-5%  for  2000AD.  These  estimates 
are  dramatically  different. 

Perhaps  we  should  remember  that  when  everyone 
agrees  that  a given  thing  is  going  to  happen,  everyone 
is  usually  wrong.  It  does  point  out  that  when  our 
federal  government  sets  out  to  correct  a perceived 
error  in  the  private  sector,  almost  anything  can  hap- 
pen. The  engineering  profession  went  through 
something  similar  to  this  shortly  after  Sputnik  was 
launched  by  the  Russians  in  the  late  1950s.  The 
immediate  result  was  too  many  engineers.  We  should 
be  thankful  and  grateful  that  the  government  didn’t 
decide  we  needed  more  lawyers  after  Watergate. 


Merry  Christmas! 


Durward  M.  Lang,  M.D.,  President 
South  Dakota  State  Medical  Association 
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8th  ANNUAL 

BLACK  HILLS  WINTER  SKI  SEMINAR 

ON  ONCOLOGY,  SPORTS  MEDICINE  INCLUDING  TAPING 
AND  STRAPPING  SESSIONS 

FEBRUARY  3,  4,  5,  1983 

HOLIDAY  INN  OF  THE  NORTHERN  BLACK  HILLS,  SPEARFISH,  SOUTH  DAKOTA 

Hosted  by  South  Dakota  Chapter  of  the  American  Academy  of  Family  Physicians 
This  program  has  been  reviewed  and  is  acceptable  for  12  prescribed  hours  by  the  American  Academy  of  Family  Physicians 
and  12  hours  Category  1 AMA  Physician  Recognition  Award. 


WEDNESDAY,  FEBRUARY  2,  1983 

5:00  p .m.  SDAFP  Board  of  Directors  Meeting 

THURSDAY,  FEBRUARY  3,  1983 

MORNING  SESSION 
Herbert  Saloum,  M.D.,  Moderator 

7:00-7:30  a.m.  Registration 

Complimentary  continental  breakfast 

7:30-8:10  a.m.  Team  Approach  to  Cancer  Therapy 
Albert  R.  Frank,  M.D. 

8:15-8:55  a.m.  Introduction  to  Chemotherapy 
Bernard  C.  Korbitz,  M.D. 

9:00-9:40  a.m.  Principles  of  Radiation  Therapy 
Albert  R.  Frank,  M.D. 

9:45-5:30  p.m.  WINTER  SPORTS  TIME 

EVENING  SESSION 
Lawrence  Finney,  M.D.,  Moderator 

5:00-5:30  p.m.  Registration 

Complimentary  coffee,  hot  wine  and  hot 
buttered  rum 

5:30-6:10  p.m.  Principles  of  Chemotherapy  I 
Bernard  C.  Korbitz,  M.D. 

6:15-6:55  p.m.  Radiation  Therapy  Planning 
Albert  R.  Frank,  M.D. 

7:00-7:40  p.m.  Principles  of  Chemotherapy  II 
Bernard  C.  Korbitz,  M.D. 

7:45  p.m.  EVENING  FREE 


FRIDAY,  FEBRUARY  4,  1983 

MORNING  SESSION 
Charles  L.  Swanson,  M.D.,  Moderator 
7:00-7:30  a.m.  Registration 

Complimentary  continental  breakfast 
7:30-8:10  a.m.  Team  Physician  Responsibilities  in  Sports 
Medicine 

Bruce  C.  Lushbough,  M.D. 

8:15-8:55  a.m.  The  Physical  Therapist's  Role  in  Sports 
Medicine 

Mark  Amundson,  R.P.T.,  A.T.C. 
9:00-9:40  a.m.  The  Orthopedic  Consultant's  Role  in 
Sports  Medicine 
John  J.  Billion,  M.D. 

9:45-5:30  p.m.  WINTER  SPORTS  TIME 


EVENING  SESSION 
Michael  Brown,  M.D.,  Moderator 
5:00-5:30  p.m.  Registration 

Complimentary  coffee,  hot  wine,  hot 
buttered  rum 

5:30-6:00  p.m.  Leg,  Knee  and  Ankle  Injuries — Early  Di- 
agnosis and  Treatment 
John  J.  Billion,  M.D. 

6:05-6:35  p.m.  Taping  and  Strapping  of  the  Lower  Ex- 
tremity— Demonstration  Models 
Margaret  Amundson,  M.S.,  A.T.C. 
Mark  Amundson,  R.P.T.,  A.T.C. 
6:40-7:10  p.m.  Conditioning  Programs  for  Football  and 
Basketball 

Bruce  C.  Lushbough,  M.D. 

7:15-8:00  p.m.  Taping  and  Strapping  Session — Your 
Turn 

Margaret  and  Mark  Amundson,  Mod- 
erators 

8:00  p.m.  EVENING  FREE 


SATURDAY,  FEBRUARY  5,  1983 

MORNING  SESSION 
Richard  Finley,  M.D.,  Moderator 

7:00-7:30  a.m.  Registration 

Complimentary  continental  breakfast 
7:30-8:00  a.m.  Neck,  Shoulder,  Elbow,  Wrist  and  Hand 
Injuries — Early  Diagnosis  and  Treatment 
John  J.  Billion,  M.D. 

8:05-8:35  a.m.  Taping  and  Strapping  of  the  Upper  Ex- 
tremity— Demonstration  Models 
Margaret  Amundson,  M.S.,  A.T.C.  and 
Mark  Amundson,  R.P.T.,  A.T.C. 
8:40-9:10  a.m.  Setting  Up  a Viable  Sports  Medicine 
Program 

Bruce  C.  Lushbough,  M.D. 

9:15-9:45  a.m.  Taping  and  Strapping  Session — Your 
Turn 

Margaret  and  Mark  Amundson,  Mod- 
erators 

9:45  a.m.  Seminar  Closes 

Winter  Sports  Continue 


MAKE  PLANS  TO  ATTEND  NOW,  WRITE: 

BLACK  HILLS  WINTER  SKI  SEMINAR 

c/o  South  Dakota  Medical  Association,  608  West  Avenue,  North, 

Sioux  Falls,  SD  57104 
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SOUTH  DAKOTA  ACADEMY  OF  FAMILY  PHYSICIANS 
3001  South  Holly  Avenue 
Sioux  Falls,  SD  57105 


Delegate’s  Report 

Action  in  the  1982  session  of  the  Congress  of  Delegates  un- 
derscored family  physicians’  growing  impatience  with  inequitable 
reimbursement  policies. 

Delegates  adopted  a resolution  declaring  that  procedural  serv- 
ices are  generally  over-valued  relative  to  cognitive  services  and 
urged  development  of  a strategy  paper  proposing  action  to  amel- 
iorate the  discrepancy.  The  paper  is  to  be  considered  by  the  1 983 
Congress  of  Delegates. 

Earlier,  the  Reference  Committee  on  Health  Care  Services  heard 
pleas  that  this  issue  be  considered  “one  of  the  foremost  concerns 
in  the  forthcoming  year.” 

In  dealing  with  the  issue  of  inequitable  reimbursement,  delegates 
also  adopted  a portion  of  President-elect  General  R.  Gehringer’s 
address  that  identified  the  problem  of  third-party  payors  as  a 
major  concern. 

“They  say  it  is  very  easy  to  determine  payment  for  a procedure,” 
Dr.  Gehringer  said.  “But  they  also  insist  it  is  very  difficult  to  set 
payment  standards  for  cognitive  skills  such  as  diagnosis,  coun- 
seling, patient  education  and  monitoring  patient’s  progress. 

“We  must  continue  to  work  with  all  interested  parties,  including 
all  of  general  medicine,  government  and  private  insurers,  to  de- 
velop an  equitable  method  of  reimbursement  for  those  cognitive 
services.” 

The  procedural/cognitive  discrepancy  also  was  part  of  a policy 
statement  the  Congress  adopted  which  recommended  negotiations 
with  third-party  carriers  to  promote  coverage  of  basic  health  care 
in  the  ambulatory  setting.  The  statement  was  developed  by  the 
Academy’s  Task  Force  To  Study  the  Nation’s  Reimbursement 
System. 

Another  inequity  the  delegates  addressed  was  differences  in 
reimbursement  for  comparable  services  performed  in  different 
settings.  They  adopted  a resolution  referring  the  matter  of  “per- 
ceived unequal  reimbursement  for  comparable  services  regardless 
of  location  of  said  services”  for  study  and  necessary  action. 

In  a related  matter,  the  Congress  adopted  a policy  statement 
in  favor  of  surgery  when  the  patient’s  risk  will  not  be  increased 
by  doing  such  outside  the  hospital  setting.  “Under  these  circum- 
stances,” the  statement  said,  “the  physician  should  be  reimbursed 
for  overhead  costs  as  well  as  for  professional  services.” 

Also  adopted  was  a statement  that  “Differentials  in  the  level 
of  charges  should  be  recognized  by  proper  coding  of  the  services 
rendered,  but  in  no  instance  should  more  than  one  prevailing 
fee  be  established  in  a locality  for  a particular  medical  service 
or  procedure.” 

On  a broader  scale,  reimbursement  policies  were  clearly  im- 
plicated in  discussion  of  rising  health  care  costs  and  their  burden 
on  patients. 

Delegates  adopted  a resolution  calling  for  the  Academy  to  em- 
phasize its  advocacy  role  on  behalf  of  patients  regarding  high 
health  care  costs.  The  resolution  requests  the  AAFP  “to  urgently 
and  cogently  lead  a movement  to  change  the  maldistribution  of 
health  care  resources,  away  from  its  high  technological  institu- 
tional bias,  towards  the  more  rational  cost-effective  direction  of 
ambulatory  and  home-based  care.” 

The  Reference  Committee  on  Reports  of  Officers  and  Com- 
mittees noted  the  existence  of  considerable  Academy  activity  on 
the  front  already,  including  efforts  in  the  area  of  reimbursement 
legislation,  an  extensive  study  of  cost  effectiveness  and  recent 


formation  of  a Committee  on  Hospitals  which  will  allow  the 
Commission  on  Health  Care  Services  more  time  to  deal  with 
cost  and  reimbursement  issues. 

Delegates  made  it  clear  they  considered  reimbursement  prob- 
lems a priority  for  Academy  direction,  but  none  thought  redress 
would  be  easily  accomplished. 

As  Board  Chairman  Douglass  A.  Haddock  had  reviewed  in 
Saturday  morning’s  session,  the  Congress  voted  four  years  ago 
to  give  financial  support  for  a lawsuit  by  the  Michigan  chapter 
challenging  the  imposition  of  a dual  fee  reimbursement  system, 
and  is  still  involved  in  the  battle. 

“Even  after  cases  seem  to  be  resolved,  they  come  back,”  he 
said,  referring  to  the  fact  that  the  Department  of  Health  and 
Human  Services  is  appealing  the  decision  which  was  in  favor  of 
the  chapter. 

SDAFP  Delegates 
L.  H.  Amundson,  M.D. 

R.  W.  Friess,  M.D. 


Family  Practice  Research  Journal 

The  Family  Practice  Research  Journal  is  co-sponsored  by  the 
Michigan  Academy  of  Family  Physicians  and  by  the  Family 
Health  Research,  Education  and  Service  Institute. 

The  purposes  of  this  quarterly  journal  are: 

1 . To  encourage  training  of  family  physicians  in  research  phi- 
losophy, methodology  and  writing. 

2.  To  encourage  research  in  family  practice. 

3.  To  encourage  writing  and  publication  of  family  practice 
research. 

4.  To  encourage  interdisciplinary  cooperation  in  research  and 
service  to  families. 

The  editorial  policies  of  the  Family  Practice  Research  Journal 
include: 

1.  The  journal  will  be  refereed. 

2.  Editorial  Board  members  and  referees  will  include  practicing 
family  physicians,  university  and  non-university  residency 
faculty,  other  professional  faculty  and  family  practice  res- 
idents. 

3.  Referees  and  Editorial  Board  members  will  be  asked  to 
assist  family  physician  authors  and  their  research  collab- 
orators to  prepare  papers  for  publication. 

4.  A strict  accept-reject  policy  will  be  avoided  as  much  as 
possible. 

5.  Research  papers  can  be  experimental,  historical,  basic  or 
clinical  case  studies. 

6.  Priority  will  be  given  to  authors  who  are  practicing  family 
physicians,  family  practice  faculty  or  residents  and/or  their 
research  associates. 

7.  Articles  on  family  practice  education  with  a research/eval- 
uation component  will  be  acceptable  to  the  journal. 

Current  subscription  rates  for  a one-year  subscription  are  $64.00 
for  Institutions  and  $24.00  for  Individuals.  ($16  for  individual 
academy  members.) 

Contact:  JACK  M.  STACK,  M.D.,  Editor 

503  N.  State,  Alma,  Michigan  48801 
(517)  463-2779 
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Family  Physician 

Family  Physician  to  join  three  Board  Certified 
Family  Physicians  in  a young  and  growing 
medical  practice  in  Central  Minnesota.  The 
practice  is  orientated  toward  Family  Practice 
Medicine  and  located  centrally  in  the  state  with 
quick  access  to  the  Minneapolis-St.  Paul  area. 
Both  practices  are  a short  distance  from  the  St. 
Cloud  area,  and  our  physicians  use  the  St. 
Cloud  Hospital  for  hospitalization  of  their  pa- 
tients. Cultural  and  recreational  activities  are 
abundant  in  this  area  of  Minnesota.  The  salary 
and  fringe  benefits  are  open  and  negotiable. 
If  interested,  please  contact  Thomas  J.  Newton, 
M.D.,  Medical  Director,  or  contact  Daryl  G.  Ma- 
thews, Administrator,  at  either  the  St.  Joseph 
or  the  Cold  Spring  Medical  Clinics,  26  North 
Red  River  Avenue,  COLD  SPRING,  MINNESOTA, 
56320,  or  call  collect  (612)  685-8641  or  (612) 
363-7765  in  ST.  JOSEPH,  MINNESOTA. 


FAMILY  PRACTICE  PHYSICIAN 
OR 

PRIMARY  CARE  ORIENTED  INTERNIST 

To  join  two  family  practice  physicians  and  a 
Board  certified  surgeon  in  a group  practice. 
Located  in  a community  of  2,500  in  Southwest 
Minnesota.  This  medical  clinic  is  supported 
by  a modern  30  bed  acute  care  hospital  and 
1 38  bed  skilled  long  term  care  facility.  Guar- 
anteed first  year  income,  will  pay  travel  ex- 
penses for  interview.  Interested  physicians 
send  curriculum  vitae  to: 

William  Wilson,  Administrator 
Springfield  Community  Hospital 
P.O.  Box  146 

Springfield,  Minnesota  56087 
or  call  collect  (507)  723-4215  for  more  information. 


South  Dakota  Society  Of 
Pathologists 


Officers  for  1982-83 

Jerry  L.  Simmons,  M.D.,  President 
Thomas  E.  Henry,  M.D.,  Vice  President 
Beth  L.  Johnson,  M.D.,  Secretary-Treasurer 
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Auxiliary  News 


The  South  Dakota  State  Medical  Association 
Auxiliary  extends  holiday  greetings  to  you. 

Christmas  is  a time  of  sharing  with  family  and 
friends.  I hope  the  holidays  allow  you  time  to  re- 
member that  “a  good  family  is  worth  its  weight  in 
gold.”  TAKE  TIME  to  Love  one  another,  TAKE 
TIME  to  Talk  to  one  another,  and  TAKE  TIME  to 
Listen  to  one  another. 

The  best  to  you  and  yours  in  1983. 

Merry  Christmas  and  Happy  New  Year! 


Mrs.  Richard  I.  Porter  (Marlys) 
South  Dakota  State  Medical  Auxiliary  President 


MARSHFIELD  CLINIC,  a 

major  multispecialty  referral 
center,  is  seeking  family 
practitioners  for  outpatient 
satellites.  Rural  location  in 
beautiful  central  Wisconsin. 
Excellent  salary  and  fringe 
benefits.  Must  be  board  cer- 
tified/eligible. Send  curricu- 
lum vitae  to  Frederic  P. 
Wesbrook,  M.D.,  1000  N. 
Oak  Avenue,  Marshfield,  Wl 
54449. 


GROW  WITH  US  IN  THE 
SUNBELT — The  INA  Healthplan 
needs  physicians  in  family  practice 
and  most  specialties  in  Miami, 
Tampa,  Dallas,  Houston,  Phoenix, 
Tucson  and  Los  Angeles.  Attrac- 
tive salaries  and  comprehensive 
benefits  including  professional 
development,  retirement  and 
profit  sharing  programs  are  pro- 
vided. If  team  interaction  and 
casual  living  interest  you,  send  a 
brief  CV  to  Medical  Administra- 
tion, INA  Healthplan,  Inc.,  7616 
LBJ  Freeway,  Suite  303,  Dallas, 
Texas  75251. 
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HOLIDAY  HAPPINESS  TO  YOU  AND  YOUR  S IN  SOUTH  DAKOTA  FROM  ABBOTT  LABORATORIES 
and,  James  Bachand,  Don  VanVeldhuizen,  Ken  Munch,  Ruth  Magni,  Joe  Determan 


a new  look  at  TranxcRcCr 


CLORAZEPATE  DIPOTASSIUM 

" BEST  POSSIBLE  CHOICE  " 


ABBOH  LABORATORIES 

HEALTH  CARE  IN  SOUTH  DAKOTA 


SMALL 

WONDER 


Safety  on 
the  GI  tract 
has  not  been 
challenged 


KTab  lOmEq 


More  than  twenty  years 
experience  makes 
K-Tab  smaller 


May  the  joy  of  the  season  be  in  your 
hearts  and  in  your  lives  - not  only  at 
Christmas,  but  through  the  year. 


Thanks  for  your  friendly  support  and 
patronage. 


General/Family  Practitioner 

Busy  practice  in  progressive,  rural 
community.  Practice  includes  rotating 
satellite  clinic  and  call  schedules.  Sal- 
ary minimum  of  $50,000  and  nego- 
tiable, corporate  membership  avail- 
able, excellent  benefits,  moving/inter- 
view expenses  furnished.  Well 
equipped  hospital.  Abundant  recrea- 
tion. For  more  information  call  701- 
246-3391,  ext.  59  or  50,  or  submit 
resume  to  Rolette/ Dunseith  Clinic,  Box 
508,  Rolette,  N.D.  58366. 


COMING!! 
SDSMA  ANNUAL 
MEETING 

June  2-5,  1983 
Ramada  Inn,  Sioux  Falls,  SD 

Program:  Special  risk 
management  seminar  could 
mean  up  to  10%  discount  in 
your  professional  liability 
premium. 
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Clinicopathological  Conference 


Unusual  Presentation  Of  Hodgkins  Disease 
Twelve  Year  Old  Boy  With  Left  Pleural  Effusion 
And  Weight  Loss  Of  Four  Months  Duration 


Peter  A.  Demos,  M.D.* 

Beth  L.  Johnson,  M.D.** 
Wesley  D.  Putnam,  M.D.*** 

Discussers 

John  F.  Barlow,  M.D.**** 
Editor 


Case  No.  903439 

A 12  year  old  white  male  was  admitted  to  Sioux  Valley  Hospital 
for  evaluation  of  weight  loss  and  left  pleural  effusion.  Approxi- 
mately 4 months  prior  to  admission,  the  patient  experienced  an 
upper  respiratory  infection  which  persisted.  The  patient,  however, 
failed  to  recover  and  remained  anorexic  and  complained  of  general 
malaise  and  a two  pound  weight  loss.  Two  weeks  prior  to  admission 
he  developed  increasing  shortness  of  breath  and  fatigue  on  physical 
exertion.  Evaluation  as  an  out-patient  revealed  a leukocytosis 
which  resolved  after  two  days.  A chest  x-ray  revealed  a large  left 
pleural  effusion.  At  this  admission  the  patient  also  complained 
of  low  and  upper  back  pain,  pleuritic  in  nature,  accentuated  over 
the  left  chest.  He  had  a hacking  nonproductive  cough  but  denied 
hemoptysis.  He  had  not  been  exposed  to  toxins  or  unusual  fungal 
agents.  Other  children  in  the  family  had  had  recent  upper  res- 
piratory tract  infections  which  had  resolved  shortly.  Past  medical 
history  included  hospitalization  one  year  prior  to  this  admission 
for  an  episode  of  abdominal  pain  and  an  elevated  white  count 
associated  with  an  upper  respiratory  infection.  The  symptoms 
resolved  after  observation. 


* Resident  in  Family  and  Community  Medicine,  USD  Affiliated 
Program,  Sioux  Falls,  SD. 

**  Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux  Valley 
Hospital.  Faculty  Department  of  Laboratory  Medicine,  School 
of  Medicine,  University  of  South  Dakota,  Sioux  Falls,  SD. 

***  Pathologist,  Laboratory  of  Clinical  Medicine  and  Sioux  Valley 
Hospital,  Faculty  Department  of  Laboratory  Medicine,  School 
of  Medicine,  University  of  South  Dakota,  Sioux  Falls,  SD. 

***»Pathoiogist,  Laboratory  of  Clinical  Medicine  and  Sioux  Valley 
Hospital,  Professor  of  Laboratory  Medicine,  School  of  Med- 
icine, University  of  South  Dakota,  Sioux  Falls,  SD. 


PHYSICAL  EXAMINATION:  Slender,  chronically  ill-appearing 
young  male  appearing  in  mild  respiratory  distress  with  a respi- 
ratory rate  of  32/min.  Cardiac  rate  was  140/min.  and  regular. 
Blood  pressure  was  108  systolic  and  68  diastolic.  Examination 
of  the  eyes,  ears,  nose  and  throat  was  unremarkable.  The  neck 
was  supple  and  trachea  was  midline.  There  was  no  adenopathy. 
Examination  of  the  chest  revealed  normal  breath  sounds  on  the 
right  side.  The  left  chest  was  entirely  dull  to  percussion  and 
auscultation  with  the  exception  of  some  apical  breath  sounds. 
There  was  no  transmitted  vocal  or  tactile  fremitus.  Cardiac  sounds 
were  loud  but  displaced  to  the  parasternal  area  on  the  right.  There 
were  no  murmurs.  The  abdomen  was  non-tender  and  no  masses 
or  organomegaly  were  noted.  Testes  were  small,  prepubertal  and 
revealed  no  masses.  There  was  no  groin  adenopathy.  The  ex- 
tremities revealed  mild  cyanosis.  No  clubbing  was  present.  There 
was  no  peripheral  edema. 

LABORATORY  DATA:  Urinalysis,  negative.  Three  blood  cul- 
tures were  negative.  Hemoglobin  was  10.9  gm/dl,  hematocrit  34 
vol/dl,  white  cell  count  4700/mm3  (4.7  X 109/L)  with  73%  seg- 
mented neutrophils,  2%  neutrophilic  bands,  2%  eosinophils,  10% 
lymphocytes,  and  13%  monocytes.  Platelet  count  was  518,000/ 
mm3  (518  X 109/L).  Prothrombin  time  and  partial  thromboplastin 
time  were  within  normal  limits.  Arterial  blood  gases  revealed  pH 
7.52,  PC02  31  torr,  total  C02  25  mm/L,  P02  63  torr,  02  Sat- 
uration 94%  (room  air).  A fluorescent  antinuclear  antibody  test 
(FANA)  was  negative.  Serum  lactic  dehydrogenase  (LDH),  al- 
kaline phosphatase,  aspartate  aminotransferase  (AST),  total  bil- 
irubin, total  protein,  calcium,  phosphorus,  glucose,  blood  urea 
nitrogen,  creatinine,  uric  acid,  cholesterol  were  within  normal 
limits  for  age.  An  intermediate  strength  PPD  (purified  protein 
derivative)  Mantoux  skin  test  and  cultures  of  pleural  fluid,  bron- 
chial washings  and  sputum  for  pathogens  by  techniques  to  detect 
aerobic  and  anaerobic  bacteria,  mycobacteria  and  fungi  were  neg- 
ative. 

A chest  x-ray  demonstrated  a massive  pleural  effusion  on  the 
left  with  complete  opacification  of  the  lung  fields  which  could  not 
be  visualized. 
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The  patient  was  admitted  to  the  pediatric  intensive  care  unit 
where  he  underwent  a thoracentesis  on  the  first  day  of  admission. 
This  demonstrated  2,000  cc  of  serous  fluid  with  a protein  of  5.2 
gm/L,  specific  gravity  1.032,  lactic  dehydrogenase  (LDH)  31 IU/ 
L,  glucose  116  mg/dl,  105  red  cells  and  29  white  cells/mm3  with 
73%  mononuclear  and  27%  neutrophils.  The  cell  block  and  Pa- 
panicolaou cytologic  preparation  were  negative  for  malignant  cells. 
Following  the  thoracentesis,  the  chest  x-ray  revealed  clearing  of 
the  upper  half  of  the  left  lung  field  which  appeared  to  be  within 
normal  limits.  There  was  a suggestion  of  an  enlarged  cardiac 
silhouette.  Echocardiography  demonstrated  no  pericardial  effusion 
and  no  significant  enlargement  or  abnormalities  in  the  heart.  The 
pleural  fluid  reaccumulated  rapidly  with  a chest  tube  drainage  of 
300-400  ml/day  for  3 to  4 days.  Following  the  drainage  of  the 
effusion,  the  chest  x-ray  revealed  a possible  left  lower  lobe  mass 
(Figure  1).  A computer  tomographic  scan  revealed  an  abnormal 
consolidating  density  with  abnormal  gas  shadows  associated  with 
pleural  effusion  in  the  left  lower  hemithorax.  A thoracotomy  was 
performed. 


Figure  1 

Chest  film  showing  mass  in  left  chest  after  evacuation  of  plueral 
effusion. 


DR.  DEMOS:  A differential  diagnosis  in  this  case 
is  extensive  and  I am  not  sure  I will  be  able  to  arrive 
at  a definitive  diagnosis.  I would  like  to  first  begin 
by  discussing  the  causes  of  pleural  effusions.  Normal 
limits  of  pleural  fluid  are  5-15  ml.  Accumulations 
of  pleural  fluid  in  excess  of  that  can  be  produced  in 
five  ways.  1)  hydrostatic  pressures  as  in  congestive 
heart  failure;  2)  increased  capillary  permeability  as 
in  pneumonia  or  other  inflammatory  processes;  3) 
decreased  oncotic  pressure  as  in  hypoalbuminemia; 
4)  increased  intrapleural  negative  pressure  as  in  ate- 
lectsis;  and  5)  impaired  lymphatic  drainage  from 
the  pleural  space,  usually  due  to  some  obstructive 
process  such  as  mediastinal  carcinomatosis.  Pleural 
effusion  may  also  occur  secondary  to  primary  pleural 
disease,  such  as  a mesothelioma,  sarcoma,  or  lym- 
phoma. It  is  important  to  realize  that  a pleural  ef- 
fusion usually  is  not  detected  by  chest  x-ray  until 
200-300  ccs  has  accumulated. 

The  next  problem  is  to  determine  whether  the 


aspirated  material  from  the  pleural  fluid  is  a tran- 
sudate or  exudate.  I believe  the  data  in  this  case 
favor  an  exudate.  The  protein  level  of  the  pleural 
fluid  of  5.2  gm/L  is  greater  then  3 gms/1  and  specific 
gravity  is  over  a level  of  1.016,  both  indications  of 
an  exudate.  In  an  exudate  the  pleural  fluid  to  serum 
protein  ratio  should  be  greater  than  0.5.  Although 
we  are  not  given  a specific  value  for  the  serum  pro- 
tein, the  level  of  5.2  gm/1  in  the  pleural  fluid  would 
indicate  that  the  serum  protein  levels,  which  were 
said  to  be  in  normal  limits,  would  have  to  have 
been  exceedingly  elevated  to  produce  a ratio  below 
0.5.  Therefore,  by  these  criteria,  we  have  an  exudate. 
On  the  other  hand,  noting  the  LDH  level  of  3 1 IU/ 
L in  the  pleural  fluid  one  would  have  to  suggest  that 
there  is  a pleural  transudate.  An  absolute  value  for 
the  LDH  less  than  200  IU/L  indicates  a transudate. 
The  LDH  pleural  fluid  to  serum  ratio  is  usually 
above  0.6  in  an  exudate  but  below  that  figure  in  a 
transudate.  I am  somewhat  concerned  about  the 
pleural  fluid  glucose  level  of  1 16  mg/dl  in  view  of 
the  normal  blood  glucose.  The  level  of  the  glucose 
in  pleural  fluid  in  tuberculosis,  neoplasms  or  rheu- 
matoid disease  is  usually  less  than  50%  of  the  serum 
glucose.  We  have  no  evidence  that  the  patient  had 
hyperglycemia;  and,  therefore,  I would  have  ex- 
pected a lower  glucose  to  fit  the  diagnoses  I shall 
subsequently  make. 

It  would  seem  that  I have  ruled  out  transudates 
which  are  formed  by  increased  hydrostatic  pressure, 
decreased  oncotic  pressure  or  negative  intrapleural 
pressure.  Therefore,  congestive  heart  failure,  cir- 
rhosis of  the  liver  with  ascites,  nephrotic  syndrome, 
myxedema  and  pulmonary  atelectasis  are  unlikely. 
We  will  confine  our  discussion  to  a differential  di- 
agnosis of  exudates. 

A parapneumonic  effusion  is  one  that  is  adjacent 
to  a pneumonia.  I suppose  we  could  presume  the 
patient  had  a penumonia,  followed  by  an  abscess 
which  represents  the  mass  on  x-ray.  However,  I 
would  have  expected  a much  more  purulent  pleural 
fluid.  Staphylococci,  pneumococci  and  various  an- 
aerobic organisms  could  have  produced  the  picture 
in  our  case  today.  It  is  possible  for  the  fluid  to  be 
serous  with  mononuclear  cells  occasionally  when 
these  infections  have  become  chronic,  although  this 
is  uncommon.  A viral  or  mycoplasma  pneumonia 
could  have  produced  this  problem  but  the  anemia 
that  the  patient  had  and  the  course  suggest  a more 
chronic  process  than  is  usually  seen  in  these  diseases. 

I feel  pulmonary  infarction  with  pleural  effusion 
is  very  unlikely  because  I would  have  expected  a 
much  more  hemorrhagic  exudate.  The  patient  had 
neither  the  predisposing  factors,  history  nor  physical 
signs  of  thrombophlebitis  to  suggest  this  diagnosis. 
The  patient's  age  is  clearly  against  this  diagnosis. 
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He  had  no  systemic  symptoms  to  suggest  a con- 
nective tissue  disease  causing  the  pleural  effusion. 
The  patient  had  a negative  FANA  but  we  are  not 
given  the  results  of  tests  such  as  a rheumatoid  factor 
test  and  we  do  not  know  whether  the  erythrocyte 
sedimentation  rate  was  elevated  or  not. 

Tuberculosis  must  be  strongly  considered.  I have 
to  thank  one  of  the  clinicians  for  pointing  out  to 
me  that  tuberculosis  must  always  be  considered  until 
it  is  ruled  out  in  a case  such  as  this.  Also  only  25% 
of  the  cultures  of  pleural  fluid  will  be  positive  in 
proven  cases  of  tuberculosis  with  effusion.  The  PPD 
intermediate  Mantoux  skin  test  was  negative  but 
patients  with  overwhelming  tuberculosis  can  be 
negative.  The  weight  loss,  cough,  and  anemia  are 
consistent  with  chronic  disease  and  are  suggestive 
of  tuberculosis.  Possibly  a higher  strength  PPD 
would  have  been  positive. 

The  history  and  laboratory  results  are  not  con- 
sistent with  other  causes  of  pleural  exudate  such  as 
fungal,  parasitic  or  rickettsial  disease. 

Pancreatitis  or  a subphrenic  abscess  are  diseases 
below  the  diaphragm  which  could  conceivably  cause 
a pleural  effusion  but  we  have  no  clinical  or  labo- 
ratory evidence  for  either. 

It  is  conceivable  that  the  abnormal  areas  described 
on  the  computer  tomogram  (CT)  of  the  mass  in  the 
lung  represent  breakdown  of  neoplasm  or  abscess 
formation  in  the  lung.  It  may  be  that  these  are  gas 
shadows  suggesting  bowel  gas  in  a diaphargmatic 
hernia.  This  is  unlikely  from  what  is  described  and 
from  what  I see  on  the  scan.  My  interpretation  of 
the  CT  scan  is  that  the  mass  is  on  the  diaphragm 
and  the  gas  shadows  do  not  represent  bowel  gas  but 
air  in  lung  tissue.  We  have  no  reason  to  suspect  a 
drug  reaction  and  abestosis  would  be  very  unlikely. 
The  patient  did  not  have  uremia  which  may  cause 
pleural  effusion. 

Pleural  effusions  are  associated  with  yellow  nails— 
the  so-called  yellow  nail  syndrome  characterized  by 
yellow  nails,  pleural  effusion  and  peripheral  lym- 
phedema. However,  the  patient’s  extremities  were 
described  as  normal  and  the  nails  were  not  yellow. 

At  last,  we  come  to  what  I consider  the  most 
likely  diagnosis  which  includes  the  categories  of  ma- 
lignancies and  lymphomas.  It  is  rather  unusual  in 
the  pediatric  age  group  to  have  an  intraparenchymal 
pulmonary  malignant  neoplasm,  either  primary  or 
metastatic.  The  chronic  nature  of  the  disease  with 
anemia  certainly  could  suggest  a malignant  process. 
I might  comment  at  this  point  that  the  patient  did 
not  have  malignant  cells  in  his  pleural  fluid.  How- 
ever, it  has  been  noted  that  the  detection  rate  of 
malignant  cells  in  pleural  effusion  is  notoriously  low. 
It  takes  at  least  a study  of  three  separate  samples 
from  the  effusion  to  reach  the  90%  level  of  sensitivity 


for  malignant  intrapleural  disease.  Several  different 
types  of  preparation  for  cytologic  screening  of  ma- 
lignant cells  should  be  done.  I am  sure  that  this  was 
accomplished.  I feel  that  this  patient  did  have  a 
malignant  process  with  necrosis  within  the  tumor 
giving  the  abnormal  pattern  on  CT  scan.  I cannot 
rule  out  tuberculosis. 

Dr.  Demos’  Diagnosis 
Malignancy  Including  Lymphoma 

DR.  JOHNSON:  At  thoracotomy  extensive  adhe- 
sions were  noted  between  the  parietal  and  visceral 
pleura.  An  effusion  consisting  of  approximately  600 
ml.  of  serous  fluid  was  present.  Following  lysis  of 
the  adhesions,  it  was  noted  that  the  lower  lobe  was 
essentially  normal,  but  that  the  upper  lobe  lingula 
was  extensively  expanded  by  a firm  infiltrative 
process  which  adhered  to  the  pericardium  and  an- 
terior mediastinun.  A section  of  a portion  of  the 
anterior  mediastinal  process  was  submitted  for  fro- 
zen section.  This  revealed  a mixed  inflammatory 
process  with  prominent  fibrosis,  thought  to  be  most 
consistent  with  an  inflammatory  pseudotumor. 

Resection  of  the  mass  was  performed,  requiring 
extensive  dissection  in  the  mediastinum.  The  gross 
specimen  consisted  of  a portion  of  lung,  largely  re- 
placed by  firm,  variegated  yellow  and  tan  mass  which 
was  ill-defined.  Focal  areas  of  softening  were  noted 
(Figure  2). 


Figure  2 

Cut  section  of  intraparenchymal  neoplasm  removed  from  left  lung. 


Microscopically,  the  mass  consisted  of  bizarre 
neoplastic  cells  scattered  throughout  a mixed  in- 
flammatory background.  Large  numbers  of  epithe- 
lioid cells  were  noted  and  occasional  binucleate 
forms  with  prominent  eosinophilic  nucleoli,  typical 
of  Reed  Sternberg  cells,  were  seen.  Focal  areas  of 
fibrosis  were  noted  as  well  as  areas  of  necrosis.  The 
diagnosis  of  Hodgkin’s  disease  (HD)  was  made.  It 
should  be  noted  that  histologic  subclassification  is 
unreliable  in  extranodal  sites.  Since  no  recognizable 
lymph  nodes  accompanied  the  specimen,  a request 
was  made  for  biopsy  of  involved  nodes,  in  order  to 
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more  accurately  identify  the  histologic  type.  There 
was  no  adenopathy,  however,  and  this  case  did  ap- 
pear to  present  as  a primary  extranodal  process.  The 
diagnosis  was  confirmed  by  Dr.  Peter  Banks,  a pa- 
thologist in  the  surgical  pathology  department  of  the 
Mayo  Clinic  with  subspecialty  expertise  in  lym- 
phomas. Dr.  Banks  reaffirmed  the  unreliability  of 
assessment  of  histologic  type  in  extranodal  tissue, 
but  preferred  the  diagnosis  of  mixed  cellularity  due 
to  the  absence  of  lacunar  variants  of  Reed-Stemberg 
cells  (a  finding  in  nodular  sclerosis)  and  the  presence 
of  necrosis  in  multiple  sections  (Figure  3). 
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Figure  3 

Typical  binucleated  Reed-Sternberg  cell  in  lower  center  of  pho- 
tomicrograph H & E 430  X. 

It  is  to  be  noted  that  the  diagnosis  of  HD  in  ex- 
tranodal tissue  is  difficult  and  absolutely  requires 
the  demonstration  of  classical  Reed-Stemberg  cells 
in  the  proper  setting. 

Apparently  because  of  mediastinal  involvement 
seen  on  chest  x-ray  and  noted  at  thoracotomy,  the 
patient’s  clinical  stage  was  felt  to  be  IIEA.  A bone 
marrow  biopsy  was  performed  and  was  negative  for 
involvement  by  HD.  A staging  laparotomy  revealed 
negative  periaortic,  right  and  left  iliac,  mesenteric, 
celiac,  and  common  duct  lymph  nodes,  a negative 
liver  biopsy  and  a normal  spleen.  The  patient’s 
pathologic  stage  was  also,  therefore,  IIEA. 

The  most  widely  used  staging  criteria  for  HD  were 
derived  in  1971  in  Ann  Arbor,  Michigan. 

They  are: 

Stage  I:  Involvement  of  a single  lymph  node  re- 
gion or  a single  extralymphatic  (E)  organ 
or  site. 

II:  Involvement  of  two  or  more  contiguous 
lymph  node  regions  on  the  same  side 
of  the  diaphragm,  or  localized  involve- 
ment of  an  extralymphatic  (E)  organ 
plus  one  or  more  lymph  node  groups 
on  the  same  side  of  the  diaphragm. 


Ill:  Involvement  of  lymph  node  regions  on 
both  sides  of  the  diaphragm,  which  may 
or  may  not  be  associated  with  splenic 
involvement  or  by  localized  involve- 
ment of  an  extralymphatic  organ,  or 
both. 

IV:  Diffuse  or  disseminated  involvement  of 
one  or  more  extralymphatic  organs, 
with  or  without  associated  lymph  node 
involvement. 

Biopsy  proven  organ  involvement  is  designated  by 
a letter  (H+  = liver,  M+  = marrow,  L+  = lung 
involvement).  The  absence  of  systemic  symptoms 
(fever,  night  sweats,  and  an  unexplained  10%  weight 
loss  in  the  preceding  six  months)  is  designated  with 
the  suffix  A;  their  presence  with  the  suffix  B.3 

Staging  is  important  in  the  choice  of  appropriate 
therapy:  stages  IA  and  B,  IIA  and  B,  and  IIIA  tra- 
ditionally are  treated  with  radiotherapy  alone, 
chemotherapy  reserved  for  salvage  of  treatment  re- 
lapses; stages  IIIB  and  IV  are  treated  with  combi- 
nation chemotherapy,  irradiation  being  reserved  for 
local  tumor  management. 

The  diagnosis  of  extranodal  HD  presents  many 
difficult  staging  and  therapy  questions.  Levi  and 
Wiernik  in  19764  reported  decreased  remission  du- 
ration and  survival  and  higher  relapse  rates  in  pa- 
tients with  limited  extranodal  HD  stages  IIE  and 
IIIEA  as  compared  to  controls  without  extranodal 
disease.  Those  receiving  combined  chemotherapy 
and  radiation  therapy  demonstrated  similar  remis- 
sion and  survival  duration  and  comparable  relapse 
rates  between  groups  with  and  without  extranodal 
disease. 

FINAL  ANATOMIC  DIAGNOSES 
HODGKIN’S  DISEASE  OF  LUNG 
STAGE  IIEA. 

DR.  PUTNAM:  As  part  of  our  conference  today,  I 
will  present  a second  case  of  Hodgkin’s  Disease  (HD) 
with  an  unusual  presentation. 

Recently,  a 21  year  old  male  college  student  pre- 
sented to  a local  orthopedic  surgeon  with  a complaint 
of  low  back  pain  for  approximately  6 months  du- 
ration. Physical  examination  was  unremarkable  and 
complete  blood  count  was  within  normal  limits.  A 
lumbar  spine  x-ray  study  revealed  a broad-based 
osteochrondroma  arising  from  the  internal  surface 
of  the  left  iliac  wing.  Although  apparently  not  related 
to  the  back  pain,  because  of  the  large  size  and  broad 
base,  it  was  resected. 

Grossly  the  surgical  specimen  was  4.5  cm  in 
greatest  dimension  and  was  composed  of  bone  with 
a thick  cartilagenous  cap. 

Microscopically  a benign  osteochrondroma  was 
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identified.  Also  noted  focally  was  an  atypical  mono- 
nuclear infiltrate  replacing  normal  marrow.  Fibrosis, 
histiocytes,  rare  eosinophils  and  occasional  large 
atypical  mononuclear  cells  with  large  nucleoli  were 
noted.  No  diagnostic  Reed-Sternberg  cells  were 
noted.  A differential  diagnosis  of  HD,  focal  histio- 
cytosis X,  or  atypical  granulomatous  reaction  was 
suggested. 

A month  later,  the  patient  was  readmitted  to  the 
hospital.  Physical  examination  revealed  small  pos- 
terior cervical  lymph  nodes  and  a possible  mild 
splenomegaly.  A complete  blood  count  again  was 
within  normal  limits  although  the  hemoglobin  was 
2 gm/dl  lower  than  the  previous  determination. 

A posterior  cervical  lymph  node  biopsy  revealed 
benign  reactive  lymph  nodes.  A bilateral  posterior 
iliac  crest  bone  marrow  examination  resulted  in  dry 
taps.  Large  binucleate  cells  with  large  nucleoli  were 
noted  on  touch  preparations  of  the  biopsies  and 
sections  demonstrated  complete  replacement  of  the 
marrow  by  fibrosis  and  a mixed  inflammatory  cell 
infiltrate  with  diagnostic  Reed  Sternberg  cells. 

Both  of  the  cases  presented  today  are  examples 
of  HD  diagnosed  from  biopsies  of  extranodal  tissue. 
In  such  cases,  histologic  subclassification  of  HD, 
according  to  the  Rye  classification,  may  be  inac- 
curate as  other  types  of  HD  may  resemble  nodular 
sclerosis  in  soft  tissue  and  nodular  sclerosis  fre- 
quently appears  lymphocyte  depleted  in  bone  mar- 
row.1-3'4 

Does  this  lack  of  classification  limit  the  predic- 
ability  of  prognosis?  In  Lukes  and  Butler’s  original 
377  cases  of  HD,  relating  the  prognosis  of  the  sub- 
types  of  the  disease,  none  of  the  patients  had  been 
treated  with  multi-drug  chemotherapy  as  their  article 
appeared  in  1 966  and  the  first  studies  of  M.O.P.P.* ** *** **** 
chemotherapy  were  begun  in  1964.  Recently  Vincent 
DeVita,  a pioneer  in  the  use  of  M.O.P.P.,  sum- 
marized his  long  term  findings  in  a group  of  198 
patients  treated  with  this  multiple  drug  therapy.  The 
data  suggest  that  while  patients  with  the  nodular 
sclerosis  form  of  HD  seem  to  have  a significantly 
greater  incidence  of  relapse  while  on  chemotherapy, 
the  overall  mortality  rates  for  nodular  sclerosis, 
mixed  cellularity  and  lymphocyte  depleted  forms  of 
HD  are  quite  similar.  If  his  data  proves  to  be  ac- 

*  M.O.P.P.  (Nitrogen  mustard,  Vincristine,  procarbazine  and 
predisone). 

**  Professor  and  Chairman  of  the  Department  of  Pediatrics, 
School  of  Medicine,  University  of  South  Dakota  and  Pediatric 
Hematologist  Oncologist,  Sioux  Valley  Hospital,  Sioux  Falls, 
SD. 

***  Radiotherapist,  Sioux  Valley  Hospital,  Associate  Professor 
of  Radiology,  School  of  Medicine,  University  of  South  Da- 
kota, Sioux  Falls,  SD. 

****Thoracic  and  Cardiovascular  Surgeon,  Sioux  Valley  Hospital 
and  Associate  Clinical  Professor  of  Medicine,  School  of 
Medicine,  University  of  South  Dakota,  Sioux  Falls,  SD. 


curate  for  all  patients  with  HD  treated  by  multidrug 
chemotherapy,  then  in  this  setting  classification  from 
a lymph  node  biopsy  may  help  predict  relapses  but 
perhaps  not  long  term  mortality. 

**DR.  L.  G.  THATCHER:  I am  not  sure  we  ac- 
curately staged  this  patient.  There  were  enlarged 
mediastinal  lymph  nodes,  but  these  could  have  been 
secondary  to  inflammation  or  HD.  If  the  patient 
had  only  intraparenchymal  disease,  he  should  be 
IEA.  On  the  other  hand,  if  he  had  lymph  nodes 
involved  as  well  as  the  lung  lesion,  he  should  be 
IIEA.  One  might  even  question  absence  of  systemic 
symptoms.  The  patient  has  gained  14-15  pounds  in 
weight  since  therapy.  In  essence,  he  may  have  had 
significant  weight  loss  to  classify  him  in  the  B cat- 
egory. 

Because  the  patient  had  had  a splenectomy,  the 
patient  was  given  pneumococcal  vaccine  (pneu- 
movax)  and  prophylactic  penicillin.  Over  30%  of 
patients  in  some  studies  have  shown  an  overwhelm- 
ing infection  rate  after  splenectomy  for  HD.  It  was 
thought  best  to  treat  this  patient  with  radiation  ther- 
apy alone. 

DR.  PUTNAM:  It  should  be  pointed  out  that  of 
the  198  cases  described  by  DeVita,  32  were  primary 
failures  from  local  radiation  therapy  and  all  but  2 
of  them  responded  to  subsequent  MOPP  therapy 
quite  well. 

***DR.  DON  NORDSTROM:  Radiation  portals 
were  selected  so  that  therapy  could  encompass  the 
entire  left  lung  and  adjacent  supraclavicular  and 
mediastinal  lymph  nodes.  After  the  first  1400  rads 
to  the  lung  shielding  was  given  to  portions  of  the 
lung  until  a dose  of  2000  rads  was  reached.  After 
this  dose,  more  shielding  was  given  to  the  lung  until 
a total  of  3600  rads  was  given  to  the  tumor  and 
surrounding  lymph  nodes.  The  patient  has  re- 
sponded excellently  with  a decrease  in  the  pleural 
effusion  and  shrinkage  of  mediastinal  lymph  nodes 
as  evidenced  by  narrowing  of  the  medastinum. 

****DR.  LEWIS  OFSTEIN:  I would  like  to  point 
out  that  we  thought  we  had  biopsied  a mediastinal 
lymph  node  when  we  sent  down  the  original  frozen 
section  which  was  called  inflammatory.  Because  of 
the  extreme  rarity  of  malignancies  within  the  lung 
in  patients  of  this  age  group,  I thought  the  most 
likely  diagnosis  was  post-inflammatory  pseudotu- 
mor and  am  still  somewhat  skeptical  of  the  diagnosis 
of  lymphoma  in  this  individual.  However,  during 
the  operation,  both  resection  of  pleura  and  peri- 
cardium was  carried  out  in  areas  where  the  neoplasm 
was  adherent.  I am  very  happy  that  radiation  therapy 
instead  of  chemotherapy  was  given. 
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*DR.  DONALD  HUMPHREYS:  I thought  this  was 
an  excellent  discussion  but  I would  like  to  mention 
that  the  tuberculin  test  in  greater  strength  than  in- 
termediate tends  to  produce  false-positive  results 
and  should  only  be  used  to  determine  anergy. 

DR.  THATCHER:  These  unusual  cases  of  HD  are 
extremely  interesting.  In  a recent  seminar  at  St. 
Jude’s  Hospital,  which  I attended,  it  was  pointed 
out  that  the  diagnosis  of  HD  in  children  is  often  a 
problem.  Lymph  node  enlargement  may  fluctuate 
in  size  and  histologic  diagnosis  may  require  multiple 
biopsies.  If  the  inguinal  lymph  nodes  are  the  primary 
or  major  site  of  palpable  disease,  they  should  be 
biopsied.  It  is  often  said  by  some  pathologists  that 
inguinal  lymph  nodes  in  children  are  difficult  to 
interpret  and  should  not  be  biopsied.  This  is  not 
true.  The  surgeon  should  biopsy  the  largest  node 
and/or  most  likely  disease  site. 

DR.  PUTNAM:  I agree  that  the  surgeon  should  try 
to  surgically  sample  the  largest  node  possible.  We 
had  a recent  case  where  a small  node  adjacent  to  a 
larger  mass  was  biopsied  and  a specific  diagnosis 


*Specialist  in  Internal  Medicine  and  Infectious  Disease,  Sioux 
Valley  Hospital  and  Associate  Professor  of  Medicine,  School  of 
Medicine,  University  of  South  Dakota,  Sioux  Falls,  SD. 


could  not  be  made.  Subsequent  biopsy  of  the  larger 
lymph  node  mass  was  diagnostic  of  HD. 

DR.  OFSTEIN:  In  this  regard,  the  decision  as  to 
what  to  biopsy  often  takes  judgement.  If  several 
nodes  are  obtained  relatively  easily,  it  may  be  best 
to  obtain  that  tissue,  wait  for  a pathologic  diagnosis 
from  permanent  section  since  a frozen  section  cannot 
be  definitive  and  reoperate  if  further  tissue  is  re- 
quired. Certainly,  if  the  diagnosis  can  be  made  from 
tissue  obtained  at  the  first  operation,  a major  surgical 
procedure  can  be  avoided. 
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Season’s  Greetings 

From  your  Wyeth  Representatives 

Jerry  Maginn,  Sioux  Falls,  SD 
Wendy  Mikkonen,  Aberdeen,  SD 
Roger  Knudson,  Rapid  City,  SD 
Chuck  Bliss,  Norfolk,  NE 
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Motrin* 

ibuprofen,  Upjohn 

600 mg  Tablets 


■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 

■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 

■ Patient  compliance  pamphlets  available 


■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 

Write  “D.A.  W.,  ” “No  Sub,  ” or  Medically  Necessary,  ” 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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Council  Meeting  Highlights 


The  Council  of  the  South  Dakota  State  Medical 

Association  met  on  Friday,  September  24,  1982,  at 

the  Howard  Johnson  Motor  Lodge,  Sioux  Falls, 

South  Dakota.  Following  are  items  of  business 

transacted  at  this  meeting. 

1.  NEW  COUNCILOR.  James  Jackson,  M.D., 
Rapid  City,  was  seated  as  the  new  councilor  from 
the  Black  Hills  District  to  complete  the  unexpired 
term  of  Dr.  A.  J.  Barrett  who  was  elected  Speaker 
of  the  House. 

2.  RISK  MANAGEMENT  PROGRAM.  The 
Council  approved  the  concept  of  having  a risk 
management  program  at  the  time  of  the  annual 
meeting  in  lieu  of  scientific  sessions. 

3.  “DOCTOR  OF  PHARMACY”  DESIGNA- 
TION FOR  ALL  PHARMACISTS.  The  Council 
took  action  stating  that  the  SDSMA  could  not 
endorse  the  concept  of  the  title  “Doctor  of  Phar- 
macy” in  lieu  of  registered  pharmacist  on  the 
basis  that  their  education  does  not  conform  to 
this  degree.  This  uniform  designation  was  pro- 
posed by  the  Pharmaceutical  Association. 

4.  STATEWIDE  CANCER  REGISTRY.  A request 
was  considered  to  endorse  and  implement  such 
a registry.  The  Council  reiterated  its  previous 
action  that  this  be  referred  to  the  Hospital  As- 
sociation and  the  Pathology  Society  for  consid- 
eration and  implementation. 

5.  COST  CONTAINMENT.  The  Council  accepted 
the  recommendation  of  the  Commission  on 
Medical  Service  that  the  Commission  gather  in- 
formation and  undertake  a study  on  cost  con- 
tainment and  report  to  the  Council  at  a later 
date. 

6.  OVERPAYMENTS  MADE  BY  BLUE  SHIELD. 
The  Council  stated  its  support  of  Blue  Shield  in 
seeking  physician  cooperation  to  obtain  refunds 
from  physicians  on  mistaken  overpayments  made 
by  Blue  Shield  and  endorsed  Blue  Shield’s  right 
to  collect  such  overpayments. 

7.  COMMENDATION  FOR  DR.  ROBERT 
QUINN.  The  Council  commended  Dr.  Quinn 
as  acting  dean  of  the  medical  school  and  noted 
the  time  and  effort  he  has  expended  on  behalf 
of  the  medical  school. 


8.  COMMENDATION  FOR  DR.  C.  J.  MCDON- 
ALD. The  Council  noted  Dr.  McDonald’s  re- 
tirement from  practice  and  commended  him  for 
the  47  years  of  service  he  has  provided  to  the 
community  of  Sioux  Falls  and  to  the  SDSMA, 
including  his  years  as  an  officer  of  the  State  As- 
sociation. 

9.  HONORARY  MEMBERS.  The  Council  voted 
honorary  life  membership  to  the  following  phy- 
sicians: C.  J.  McDonald,  M.D.,  Sioux  Falls;  T. 
J.  Billion,  M.D.,  Sioux  Falls;  John  Dickinson, 
M.D.,  Canistota;  and  Elsa  Riesberg,  M.D.,  Ab- 
erdeen. 

1 0.  VOLUNTARY  EFFORT.  The  Council  adopted 
a resolution  concluding  SDSMA’s  participation 
in  the  Voluntary  Effort  program  but  stating  that 
the  SDSMA  will  continue  its  efforts  in  reducing 
the  rate  of  increase  in  health  care  costs  in  South 
Dakota. 


ANNUAL  AND  BIANNUAL  LEASING  OF  ALL  MAKES  OF  AUTOMOBILES 

LEASING  IS  NOT  FOR  EVERYONE,  BUT  MEDICAL 
PEOPLE  ARE  OUR  SPECIALTY.  ALL  MAKES  OF 
AUTOS,  TRUCKS,  4 WHEELERS.  VARIOUS  PLANS 
TO  FIT  YOUR  NEEDS  OR  THE  PROFESSIONAL 
GROUPS  WITH  WHOM  YOU  ARE  ASSOCIATED. 
REFERENCES  ARE  GLADLY  FURNISHED  AND  WE 
WILL  WORK  WITH  YOUR  ACCOUNTANTS. 

3401  WEST  41  st  STREET 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 

PHONE  336-3818 

C.  H.  "Chuck"  Point,  Mgr.  Home  phone  336-3168 
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It  works  like  a money  market  fund 
It  works  like  a checking  account. 
It  works  full  time. 


Northwestern  Banks  introduce 

Money  Fund  Checking™  It  gives  you  access  to  money  market 
funds  with  all  the  convenience  of  a checking  account. 

Money  Fund  Checking  is  automatic  cash  management 
that  makes  sure  all  your  money  works  full  time. 

Automatically.  On  a day  to  day  basis. 

With  Money  Fund  Checking  the  whole  amount  in 
your  account  enjoys  full  checking  account  liquidity.  You  can 
write  checks  for  any  amount,  large  or  small,  up  to  the 
balance  in  your  account. 

If  you  feel  your 

money  these  days  needs  IWlI  Si  SH  wm 

the  extra  flexibility  of  ac-  I' ! 
cess  to  money  market  A ^ 

yields  and  full  liquidity,  come 

see  us.  Were  IFe  Money  Center™  Ij  S I I S 

The  place  where  Money  Fund  H J I H U 

Checking  works  for  you.  JL 

CHECKING 


Investments  in  money  market  funds  are  not  insured  by  the  FDIC  and  yields  will  fluctuate 
depending  upon  money  market  conditions.  This  advertisement  does  not  constitute  an  offer  to 
sell,  or  solicitation  of  an  offer  to  buy  shares  of  any  money  market  fund.  Such  an  offer  is  made 
only  through  an  offering  prospectus  available  upon  request  and  which  contains  more  complete 
information  on  management  fees  and  other  costs.  Read  the  prospectus  carefully  before  you 
open  a Money  Fund  Checking  account. 

This  is  a consumer  service  available  to  individuals  only.  Northwestern  Banks  are 
members  of  the  Federal  Deposit  Insurance  Corporation. 
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NORTHWESTERN 
BANK 


SIOUX  FALLS  (Eight  convenient  locations) 
Auto  Bank  108  So.  Dakota  339-7450 

Colonial  1801  So.  Minnesota  339-7460 

Downtown  101  No.  Phillips  339-7300 

Lotta  Bank  Minnesota  & Lotta  339-7495 

Marion  Road  41st  St.  at  Marion  Rd,  339-7466 
Stockyards  1301  North  Cliff  339-7470 

Western  Mall  Western  Avenue 
Westwood  3000  West  12th  339-7480 


Member  FDIC 


BROOKINGS  (Three  locations) 
Auto  Bank  692-6245 
Downtown  692-6245 

Southbrook  692-7700 

CHAMBERLAIN  734-6001 
DELL  RAPIDS  428-5651 
GREGORY  835-9692 


HURON  (Two  locations) 
Downtown  352-8631 
Auto  Bank  352-1341 

LAKE  PRESTON  847-4411 
MADISON  256-4551 
PARKER  297-4475 

SPRINGFIELD  369-5417 


Department  o 


Home  Health  Agency  Services: 

Adjuncts  to  the  Care  of  Homebound 
Patients 

Several  programs  now  in  existence  perform  im- 
portant different  types  of  in-home  services  for  South 
Dakotans.  One  program  which  should  be  of  special 
interest  to  physicians  is  the  Home  Health  Agency. 
These  agencies  are  federally  mandated  to  provide 
in-home  skilled  nursing  services  and  to  make  avail- 
able home  health  aids  who  provide  personal  care 
services  to  homebound  patients.  The  skilled  nursing 
services  offered  are  available  to  patients  whose 
medical  condition  warrants  intermittent  skilled 
nursing  services,  as  ordered  and  directed  by  the  pa- 
tient’s attending  physician.  Because  the  agencies 
providing  such  services  are  federally  mandated,  the 
costs  of  services  provided  are  reimbursable  by  Med- 
icare, Medicaid,  the  Veteran's  Administration,  and 
by  some  insurance  companies.  Such  services  are 
available  to  patients  who  do  not  have  access  to  third- 
party  coverage,  the  cost  being  billed  to  the  patient 
on  a private-pay  basis. 

Home  Health  Agency  skilled  nursing  services  offer 
several  benefits  to  the  physician  and  his  patients. 
Because  the  physician  directs  the  care,  he  is  assured 
that  the  patient  is  receiving  the  prescribed  course 
of  treatment,  administered  in  the  patient’s  own 
home.  In  addition,  the  physician  is  advised  of  the 
patient’s  condition  on  a regular  basis  and  is  notified 
immediately  of  any  problems  in  home-care  or 
changes  in  the  patient’s  condition.  Positive  aspects 
of  the  program  from  the  patient’s  standpoint  include 
the  availability  of  skilled  nursing  visits  and  the  serv- 
ices of  the  home  health  aids  in  their  home  setting. 
Through  these  services  in  a familiar  atmosphere 
most  patients  become  stabilized  sooner  and  their 
recovery  is  accelerated.  The  availability  of  such 
services  frequently  enables  patients  to  return  home 
from  an  acute  care  setting  at  an  earlier  date. 

An  important  benefit  of  the  Home  Health  Agency 
services  is  that  as  the  patient’s  discharge  from  acute 
care  facilities  is  expedited  and  follow-up  care  is  pro- 
vided in  the  home  setting,  the  amount  of  institu- 
tional care  involved  is  decreased  dramatically.  An 
additional,  very  important  side  effect  of  such  care, 
is  the  definitely  decreased  overall  cost  of  medical 
care  realized  through  treatment  in  the  home  setting. 


as  compared  to  the  cost  of  institutional  treatment. 
The  cost  per  skilled  nursing  visits,  which  average 
one  and  one-half  hours  each,  is  thirty-five  ($35)  dol- 
lars. In  instances  in  which  prolonged  skilled  nursing 
visits  are  required,  an  average  of  fourteen  visits  are 
required  per  year.  Home  health  aid  visits,  provided 
and  funded  through  the  Social  Services  program, 
average  one  visit  per  week  during  the  interval  of 
therapy  required. 

The  South  Dakota  Home  Health  Agency  is  di- 
rected by  the  Department  of  Health  through  the 
Community  Health  Nursing  Program.  Services  are 
available  in  all  counties.  Information  regarding  the 
program  and  skilled  nursing  and  home  health  aid 
services  can  be  obtained  from  the  local  Community 
Health  Nursing  Offices.  In  addition,  private  certified 
Home  Health  Agencies  provide  similar  services  in 
some  portions  of  the  state.  These  include  the  Visiting 
Nurse  Association  (VNA)  in  Sioux  Falls,  the  Sacred 
Heart  Health  Agency  in  Yankton,  the  Huron  Re- 
gional Medical  Center  Home  Health  Agency  in  Hu- 
ron, the  Baptist  Hospital  Home  Health  Agency  in 
Winner,  and  the  Pennington  County  Home  Health 
Agency  in  Rapid  City. 

It  is  probable  that  there  are  a considerable  number 
of  patients  in  South  Dakota  who  are  not  presently 
receiving  the  benefit  on  in-home  skilled  nursing  care 
or  the  services  of  home  health  aids,  and  who  can 
benefit  from  such  extended  therapy.  Although  these 
services  can  be  requested  by  the  patient’s  family  and 
others,  the  attending  physician  is  the  key  to  such 
therapy  for  his  patients.  Questions  concerning  these 
programs  may  be  directed  to  the  Office  of  Medical 
Services,  South  Dakota  Department  of  Health,  523 
East  Capitol,  Pierre,  South  Dakota  57501  (1-800- 
952-3699-Tie-Line). 

J.  B.  Gregg,  M.D.,  Chief 
Office  of  Medical  Services 

W.  F.  Stanage,  M.D.,  Associate  Chief 
Office  of  Medical  Services 
John  N.  Jones,  Director 
Division  of  Health  Services 
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CAPRICE  CLASSIC  MODELS 


Sport  Coupe  (1BN47)  4-Door  Sedan  (1BN69) 


BLAZER 

SOLID  PAINT— ZY1 


Celebrity  4-Door  Sedan  (1AW19) 


Z28  (1 FP87/Z28) 


SPORTVAN  MODEL 


WE  ARE  TAKING  ORDERS  NOW 
FOR  YOUR  1983  TRANSPORTATION  NEEDS 


To  Buy  or  Lease:  See  Al  Borgen 

Frank  Stinson  Chevrolet 

SIOUX  FALLS  605-336-1700  SOUTH  DAKOTA 


s 

D 


This  Is  Your  Medical  Association 


A discussion  on  the  medical  aspects  of  strokes  was 
presented  by  J.  W.  Hubner,  M.D.  at  the  first  meeting 
of  a new  Easter  Seal  Stroke  Club  at  Sacred  Heart 
Hospital  in  Yankton. 

* * * * 

Ron  Long,  M.D.,  Brookings,  presented  the  medical 
aspects  of  the  nuclear  arms  issue  at  a program  pre- 
sented by  The  Nuclear  Freeze  Group  For  Concerned 
South  Dakotans  in  Fort  Pierre. 

* * * * 

At  a recent  meeting  of  the  Rotary  Club  of  Wagner, 
Dr.  Richard  Honke  spoke  about  community  medical 
services. 

* * * * 

Duane  Reaney,  M.D.,  Yankton,  spoke  at  the  annual 
athletic  banquet  at  Mount  Marty  College. 

* * * * 

The  Pierre  Rural  Area  Health  Center  Advisory 
Board  held  its  second  meeting  of  the  year  at  St. 
Mary’s  Hospital  in  Pierre.  Dr.  R.  J.  Owens,  a pe- 
diatrician in  Pierre,  spoke  on  child  abuse. 

* * * * 

Dr.  Michael  McVay,  Yankton,  spoke  on  the  im- 
portance of  CPR  and  current  coronary  trends  at  a 
recent  CPR  workshop  held  in  Yankton. 

* * * * 

Drs.  Barry  Welge  and  Jay  Bachmayer,  both  of  Ab- 
erdeen, presented  continuing  medical  education 
sessions  at  the  31st  annual  convention  of  the  South 
Dakota  LPN  Association. 

* * * * 

St.  Luke’s  Hospital,  Aberdeen,  has  announced  that 
Calvin  Anderson,  M.D.  has  been  named  medical 
director  of  the  hospital’s  radiology  department. 

* * * * 

At  the  recent  meeting  of  South  Dakota  Blue  Shield, 
re-elected  to  the  Board  of  Directors  were  D.  G.  Ort- 
meier,  M.D.,  Sioux  Falls,  as  chairman;  J.  O.  Mabee, 
M.D.,  Mitchell;  R.  E.  Van  Demark,  M.D.,  Sioux 
Falls.  John  J.  Stransky,  M.D.,  Watertown  was  re- 
elected vice  chairman.  Other  physician  members 
serving  on  that  board  are  Drs.  Robert  Bloemendaal, 
Rapid  City;  Roscoe  Dean,  Wessington  Springs;  Paul 
K.  Aspaas,  Dell  Rapids. 


A Pierre  physician,  P.  E.  Hoffsten,  M.D.,  presented 
a lecture  on  hypertension  to  the  District  Four  Li- 
censed Practical  Nurses  Association  meeting  in 
Brookings. 

* * * * 

Robert  Hayes,  M.D.,  Wall,  was  honored  at  the  win- 
ter meeting  of  the  South  Dakota  Academy  of  Phy- 
sician Assistants.  Dr.  Hayes  was  the  founder  of  the 
physician  assistants  concept  in  South  Dakota. 

* * * * 

Dr.  Tim  Judge,  Mitchell,  addressed  the  Stroke  Club 
on  medical  aspects  of  stroke  at  the  Methodist  Hos- 
pital of  Mitchell. 

* * * * 

Dr.  Freeman  J.  Gilbert,  Belle  Fourche,  recently  re- 
tired from  the  Veterans  Administrative  Medical 
Center.  Dr.  Gilbert,  a native  of  the  Black  Hills  area, 
has  practiced  in  this  area  since  1943,  except  for  his 
tours  of  duty  in  WWII  and  the  Korean  War. 

* * * * 

Bernard  Clark,  M.D.,  Spearfish,  recently  returned 
home  from  St.  Louis,  MO,  where  he  was  an  honored 
guest  at  the  50th  class  reunion  at  Washington  Uni- 
versity School  of  Medicine.  There  are  48  out  of  105 
members  of  the  class  still  living. 

* * * * 

Dr.  A.  P.  Reding,  Marion,  was  recently  inducted 
into  the  Order  of  the  Golden  Staff  by  the  University 
of  South  Dakota  School  of  Medicine  Alumni  Foun- 
dation. This  is  an  honorary  society  for  physicians 
that  graduated  from  the  USD  Medical  School  at 
least  50  years  ago. 

YOUR  CONTRIBUTION 
IS  NEEDED  TO  THE 
SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT  FUND 
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edicament  rredicament. 


Dorsey  needs  your 
help  locating  some 
of  our  old  products. 

For  our  seventy-fifth  anniversary,  we’re 
putting  together  a display  of  Smith-Dorsey 
and  Dorsey  Laboratories  products  from 
1908  on. 

We  need  your  help  in  collecting  them. 
Perhaps  in  your  office... basement... closet 
...storage  area... there’s  an  old  product  we 
can  use. 

What’s  in  it  for  you? 

If  you  find  anything,  give  us  a call  and 
we’ll  talk  about  your  lending,  giving  or 
selling  it  to  us  for  our  display.  We'll  need  it 
through  all  of  1983.  You’ll  be  recognized  for 
your  contribution  in  the  written  material 
that  accompanies  the  display. 


If  you  have  any  old 
Smith-Dorsey  or 
Dorsey  Laboratories 
products,  contact: 

Lon  Lowrey,  R.  Ph. 

Dorsey  Laboratories 
P.O.  Box  83288 
Lincoln,  NE  68501 
Call  toll  free  800-228-4172 
In  Nebraska,  call  collect 
(402)464-6311 


Thank  you  for  helping  us  out  of  our  dilemma! 

Doivey 


LABORATORIES 
Division  of  Sandoz,  Inc 
LINCOLN,  NEBRASKA  68501 
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SOUTH  DAKOTA 


A 

Acute  Renal  Failure  Following  Sulfinpyrazone  Therapy 
James  J.  Scherrer,  Pharm.D. 

James  W.  Jackson,  M.D. 

O.  M.  Jerde,  M.D.  April  17 

Alford,  C.  B.  Award  August  32 

Analysis  Of  Amoxapine  And  Its  Matabolites  In  Human 
Plasma  By  High  Pressure  Liquid  Chromatography 
D.  F.  Kimball,  Ph.D. 

A.  A.  Lambert,  M.D.  Oct.  31 

Anatomic  Distribution  Of  Colorectal  Cancer: 

A Ten  Year  Retrospective  Study  (The) 

Patrick  D.  McGreevy,  M.D.,  FACS 
Jane  S.  Lindholm,  M.D.  Oct.  7 

Anderson,  Courtney  W.,  M.D. 

Teleconferencing  For  Continuing  Medical 
Education 

Alan  G.  Chute,  Ph.D. 

Robert  R.  Raszkowski,  M.D.,  Ph.D.  March  31 

Anderson,  P.  L.,  M.D. 

Clinicopathological  Conference 
Sixty-Three  Year  Old  Caucasian  Female  With 
Cough  And  Persistent  Pulmonary  Infiltrate 

J.  F.  Barlow,  M.D.  April  5 

Ashbaugh,  James  A.,  M.D. 

Clinicopathological  Conference 
Neonate  With  Jaundice  And  Leukopenia 
J.  M.  Blake,  M.D. 

John  F.  Barlow,  M.D.  May  17 

B 

Barlow,  John  F.,  M.D. 

Cinicopathological  Conference 
Fifty-Seven  Year  Old  Caucasian  Male  With 
Anemia  Of  Thirty  Years  Duration 

Beth  Riesgraf,  M.D.  Jan.  23 

Forty-Five  Year  Old  Caucasian  Male  With 
Monoarticular  Arthritis 

Merritt  Warren,  M.D.  March  15 

Sixty-Three  Year  Old  Caucasian  Female  With 
Cough  And  Persistent  Pulmonary  Infiltrate 

P.  L.  Anderson,  M.D.  April  5 

Neonate  With  Jaundice  And  Leukopenia 
James  A.  Ashbaugh,  M.D. 

J.  M.  Blake,  M.D.  May  17 

Eleven  Year  Old  Male  Referred  For  Severe 
Abdominal  Pain  And  Vomiting  Of  One  Day’s 
Duration 

Michael  A.  Jording,  M.D.  June  17 

Sixteen  Year  Old  Caucasian  Female  With 
Sudden  Onset  Of  Syncope 

Patty  A.  Peters,  M.D.  July  17 

Eighty-One  Year  Old  Woman  With  Abdominal 
Pain,  Diarrhea  And  Vomiting  After  Antibiotic 
Therapy 

M.  W.  Thomas,  M.D. 

R.  R.  Raszkowski,  M.D. 

M.  J.  Jaqua,  Ph.D.  Sept.  5 

Ten  Year  Old  Female  With  Dyspnea,  Fever 
And  Pulmonary  Infiltrates  After  Radiation 
And  Chemotherapy 

Randy  L.  Rogers,  M.D.  Oct.  15 

Fourteen  Year  Old  Caucasian  Female  With  Rapid 
Onset  Of  Pneumonitis  Followed  By  Renal  Failure 

Patti  A.  Kile,  M.D.  Nov.  15 

Unusual  Presentation  Of  Hodgkins  Disease: 

Twelve  Year  Old  Boy  With  Left  Pleural  Effusion 
And  Weight  Loss  Of  Four  Months  Duration 
Peter  A.  Demos,  M.D. 

Beth  L.  Johnson,  M.D. 

Wesley  D.  Putnam,  M.D.  Dec.  17 


Month  Page 

Bhatara,  Vinod  S„  MS,  M.D.,  FRCP(C) 

Job  Satisfaction  Of  Central  South  Dakota 
Physicians 

William  C.  Fuller,  M.D. 

Joseph  S.  Ricci,  Ph.D. 

Rene  Lapierre,  M.A. 

Clarence  Pedersen,  M.A.  Nov  7 

Blake,  J.  M„  M.D. 

Clinicopathological  Conference 
Neonate  With  Jaundice  And  Leukopenia 
James  A.  Ashbaugh,  M.D. 

John  F.  Barlow,  M.D.  May  17 

Boade,  W.  A.,  M.D. 

Nuclear  Cardiology— Part  I Feb.  23 

Brandenburg,  Verdayne  R.,  M.D. 

Neonatal  Malaria  In  An  American  Bom 
Infant  Of  An  Asian  Immigrant 

Jean  F.  Kenny,  M.D.  June  17 

C 

Carcinoma  Of  The  Breast— An  Update 

R.  H.  Quinn,  M.D.  Dec.  5 

Cassat,  James  D.,  M.D. 

Dissolution  Of  Retained  Common  Bile 
Duct  Stones  Using  Monooctanoin 

Gordon  J.  Shannon,  M.D.  March  7 

Chute,  Alan  G.,  Ph.D. 

Teleconferencing  For  Continuing  Medical 
Education 

Courtney  W.  Anderson,  M.D. 

Robert  R.  Raszkowski.  M.D.,  Ph.D.  March  31 

Clinicopathological  Conference 

Fifty-Seven  Year  Old  Caucasian  Male  With 
Anemia  Of  Thirty  Years  Duration 
Beth  Riesgraf,  M.D. 

John  F.  Barlow,  M.D.  Jan.  23 

Forty-Five  Year  Old  Caucasian  Male 
With  Monoarticular  Arthritis 
Merritt  Warren,  M.D. 

John  F.  Barlow,  M.D.  March  15 

Sixty-Three  Year  Old  Caucasian  Female  With 
Cough  And  Persistent  Pulmonary  Infiltrate 
P.  L.  Anderson,  M.D. 

John  F.  Barlow,  M.D.  April  5 

Neonate  With  Jaundice  And  Leukopenia 
James  A.  Ashbaugh,  M.D. 

J.  M.  Blake,  M.D. 

John  F.  Barlow,  M.D.  May  17 

Eleven  Year  Old  Male  Referred  For  Severe 
Abdominal  Pain  And  Vomiting  Of  One  Day’s 
Duration 

Michael  A.  Jording,  M.D. 

John  F.  Barlow,  M.D.  June  5 

Sixteen  Year  Old  Caucasian  Female  With 
Sudden  Onset  Of  Syncope 
Patty  A.  Peters,  M.D. 

John  F.  Barlow,  M.D.  July  17 

Eighty-One  Year  Old  Woman  With 
Abdominal  Pain,  Diarrhea  And  Vomiting 
After  Antibiotic  Therapy 
M.  W.  Thomas,  M.D. 

R.  R.  Raszkowski,  M.D. 

M.  J.  Jaqua,  Ph.D. 

John  F.  Barlow,  M.D.  Sept.  5 

Ten  Year  Old  Female  With  Dyspnea,  Fever 
And  Pulmonary  Infiltrates  After 
Radiation  And  Chemotherapy 
Randy  L.  Rogers,  M.D. 

John  F.  Barlow,  M.D.  Oct.  15 
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Fourteen  Year  Old  Caucasian  Female  With  Rapid 
Onset  Of  Pneumonitis  Followed  By  Renal  Failure 
Patti  A.  Kile,  M.D. 

John  F.  Barlow,  M.D.  Nov.  15 

Unusual  Presentation  Of  Hodgkins  Disease: 

Twelve  Year  Old  Boy  With  Left  Pleural  Effusion 
And  Weight  Loss  Of  Four  Months  Duration 
Peter  A.  Demos,  M.D. 

Beth  L.  Johnson,  M.D. 

Wesley  D.  Putnam,  M.D. 

John  F.  Barlow,  M.D.  Dec.  17 

Community  And  Professional  Perceptions  Of 
Child  Abuse  And  Neglect 

Jerome  R.  Rosonke,  Ph.D. 

Charles  L.  Pelton,  M.D.  Feb. 

Community  Service  Award  Aug.  32 

Council  Meeting  Highlights 

Feb.-p.  29,  June-p.  24,  Dec.-p.  25 
Council  Meeting  Minutes 
Aug.-p.  6,  Aug.-p.  7 

D 

Demos,  Peter  A.,  M.D. 

Clinicopathological  Conference 

Unusual  Presentation  Of  Hodgkins  Disease: 

Twelve  Year  Old  Boy  With  Left  Pleural  Effusion 
And  Weight  Loss  Of  Four  Months  Duration 
Beth  L.  Johnson,  M.D. 

Wesley  D.  Putnam,  M.D. 

John  F.  Barlow,  M.D.  Dec.  17 

Department  Of  Health 

Hyperphenylalaninemia  (PKU)  And 
Hypothyroid  Testing 

William  F.  Stanage,  M.D. 

John  B.  Gregg,  M.D.  July  8 

Public  Health  Of  The  Future 
Willis  F.  Stanage,  M.D. 

John  B.  Gregg,  M.D.  Sept.  26 

Home  Health  Agency  Services:  Adjuncts 
To  The  Care  Of  Homebound  Patients 
John  B.  Gregg.  M.D. 

Willis  F.  Stanage,  M.D. 

John  J.  Jones  Dec.  27 

Dissolution  Of  Retained  Common  Bile 
Ducts  Stones  Using  Monooctanoin 
James  D.  Cassat,  M.D. 

Gordon  J.  Shannon,  M.D.  March 

Distinguished  Service  Award  Aug.  3 1 


Fifty  Year  Club  Members  Aug.  32 

Fuller,  William  C.,  M.D. 

Job  Satisfaction  Of  Central  South 
Dakota  Physicians 

Vinod  S.  Bhatara,  M.D.,  MS,  FRCP(C) 

Joseph  S.  Ricci,  Ph.D. 

Rene  Lapierre,  M.A. 

Clarence  Pedersen,  M.A.  Nov. 

Future  Meetings 

Jan.  — p.  28,  Feb.  — p.  30,  Mar.  — p.  34,  April  — p.  30,  May— 
p.  26,  June— p.  30.  July— p.  24,  Aug.  — p.  46,  Sept.  — p.  30, 
Oct.  — p.  34,  Nov.  — p.  30,  Dec.  — p.  36 


April 


Gregg,  John  B.,  M.D. 

Department  of  Health 
Hyperphenylalaninemia  (PKU)  And 
Hypothyroid  Testing 


Home  Health  Agency  Services:  Adjuncts 
To  The  Care  Of  Homebound  Patients 
Willis  F.  Stanage,  M.D. 

John  N. Jones 

H 

Hanson,  Tom 

South  Dakota  Physicians'  Perceptions  Of 
The  Outcome  Of  Preterm  Newborns 
Ann  L.  Wilson,  Ph.D. 

Lawrence  R.  Wellman,  M.D. 

House  Of  Delegates  Minutes 
Aug.  — p.  8,  Aug.  — p.  1 1 
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Jackson,  James  W„  M.D. 

Acute  Renal  Failure  Following 
Sulfinpyrazone  Therapy 

James  J.  Scherrer,  Pharm.D. 

O.  M.  Jerde,  M.D. 

Jaqua,  M.J.,  Ph.D. 

Clinicopathological  Conference 
Eighty-One  Year  Old  Woman  With 
Abdominal  Pain,  Diarrhea  And  Vomiting 
After  Antibiotic  Therapy 
M.  W.  Thomas,  M.D. 

R.  R.  Raszkowski,  M.D. 

John  F.  Barlow,  M.D. 

Jerde,  O.  M.,  M.D. 

Acute  Renal  Failure  Following 
Sulfinpyrazone  Therapy 

James  J.  Scherrer,  Pharm.  D. 

James  W.  Jackson,  M.D. 

Job  Satisfaction  Of  Central  South  Dakota 
Physicians 

William  C.  Fuller,  M.D. 

Vinod  S.  Bhatara,  M.D.,  MS,  FRCP(C) 

Joseph  S.  Ricci,  Ph.D. 

Rene  Lapierre,  M.A. 

Clarence  Pedersen,  M.S. 

Johnson,  Beth  L.,  M.D. 

Clinicopathological  Conference 
Unusual  Presentation  Of  Hodgkins  Disease: 

Twelve  Year  Old  Boy  With  Left  Pleural  Effusion 
And  Weight  Loss  Of  Four  Months  Duration 
Peter  A.  Demos,  M.D. 

Wesley  D.  Putnam,  M.D. 

John  F.  Barlow,  M.D.  Dec. 

Jones,  John  N. 

Department  Of  Health 
Home  Health  Agency  Services:  Adjuncts 
To  The  Care  Of  Homebound  Patients 
John  B.  Gregg,  M.D. 

Willis  F.  Stanage,  M.D.  Dec. 

Jones,  Warren  L.,  M.D.,  FACP 

Patient  With  Carcinoma  Of  The  Prostrate  In 
Treatment  With  Stilphosterol  Developed  A 
Near  Fatal  Pulmonary  Complication  (A) 

Jones,  Warren  L.,  M.D..  FACP 

Nearly  Fatal  Illness  Presenting  Under  The 
Guise  Of  Virus  Flu  Syndrome  (A) 

Jording,  Michael  A.,  M.D. 

Clinicopathological  Conference 
Eleven  Year  Old  Male  Referred  For  Severe 
Abdominal  Pain  And  Vomiting  Of  One 
Day’s  Duration 

John  F.  Barlow,  M.D. 


Dec.  27 


Sept.  21 


17 


Sept. 


April 


17 


Nov. 


17 


27 


May 


July 


June 


Kenny,  Jean  F..  M.D. 


K 


Willis  F.  Stanage,  M.D. 
Public  Health  Of  The  Future 

July  8 

Neonatal  Malaria  In  An  American  Bom 
Infant  Of  An  Asian  Immigrant 

Willis  F.  Stanage,  M.D. 

Sept.  26 

Verdayne  R.  Brandenburg,  M.D. 

June  17 
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Kile,  Patti  A.,  M.D. 

Clinicopathological  Conference 

Fourteen  Year  Old  Caucasian  Female  With  Rapid 

Onset  Of  Pneumonitis  Followed  By  Renal  Failure 

John  F.  Barlow,  M.D.  Nov.  15 

Kimball,  D.  F.,  Ph.D. 

Analysis  Of  Amoxapine  And  Its  Metabolites 
In  Human  Plasma  By  High  Pressure  Liquid 
Chromatography 

A.  A.  Lampert,  M.D.  Oct.  31 

L 

Lampert,  A.  A.,  M.D. 

Analysis  Of  Amoxapine  And  Its  Metabolites 
In  Human  Plasma  By  High  Pressure  Liquid 
Chromatography 

D.  F.  Kimball.  Ph.D.  Oct.  31 

Lang,  Durward,  M.D. 

President’s  Page 

June— p.  23,  July— p.  13,  Aug.— p.  36,  Sept.  — p.16, 
Oct.  — p.  27,  Nov.  — p.  13,  Dec.  — p.  1 1 
Lapierre,  Rene,  M.A. 

Job  Satisfaction  Of  Central  South  Dakota 
Physicians 

William  C.  Fuller,  M.D. 

Vinod  S.  Bhatara.  M.D.,  MS,  FRCP(C) 

Joseph  S.  Ricci,  Ph.D. 

Clarence  Pedersen,  M.A.  Nov. 

Larson,  B.  W.,  M.D. 

Rehydration  Of  Air  Dried  Pap  Smears  In  A 
Regional  Clinical  Laboratory 

R.  D.  Schultz,  M.D.  ' April  25 

Letter  To  The  Editor 

May— p.  13.  June— p.  16,  July— p.  22,  Sept.  — p.  20 
Lindholm,  Jane  S.,  M.D. 

Anatomic  Distribution  Of  Colorectal  Cancer: 

A Ten  Year  Retrospective  Study  (The) 

Patrick  S.  McGreevy.  M.D.,  FACS  Oct. 

Lushbough,  Bruce,  M.D. 

President’s  Page 

Jan.  — p.  15,  Feb.  — p.  13,  March  — p.  25,  April  — p.  15, 
May— p.  23 

M 


Joseph  S.  Ricci,  Ph  D. 
Rene  Lapierre,  M.A. 


Pelton,  Charles  L.,  M.D. 

Community  And  Professional  Perceptions 
Of  Child  Abuse  And  Neglect 


Jerome  R.  Rosonke,  Ph.D. 

Feb. 

7 

Peters,  Patty  A.,  M.D. 

Clinicopathological  Conference 
Sixteen  Year  Old  Caucasian  Female  With 
Sudden  Onset  Of  Syncope 

John  F.  Barlow,  M.D. 

July 

17 

Posterior  Colpoperineoplasty 

Brooks  Ranney,  M.D. 

Jan. 

5 

President’s  Page 

Jan.  — p.  15,  Feb.— p.  13,  March— p.  25,  April  — p.  15,  May— 
p.  23,  June— p.  23,  July— p.  13,  Aug.— p.  36,  Sept.  — p.  16, 
Oct.  — p.  27,  Nov.— p.  13,  Dec.  — p.  11 
Putnam,  Wesley  D.,  M.D. 

Clinicopathological  Conference 
Unusual  Presentation  Of  Hodgkins  Disease: 

Twelve  Year  Old  Boy  With  Left  Pleural  Effusion 
And  Weight  Loss  Of  Four  Months  Duration 
Peter  A.  Demos,  M.D. 

Beth  L.  Johnson,  M.D. 

John  F.  Barlow,  M.D.  Dec.  17 

Q 

Quinn,  Robert  H.,  M.D. 

Carcinoma  Of  The  Breast— An  Update  Dec.  5 

R 

Ranney,  Brooks,  M.D. 

Posterior  Colpoperineoplasty  Jan.  5 

Raszkowski,  Robert  R.,  M.D.,  Ph.D. 

Teleconferencing  For  Continuing 
Medical  Education 

Courtney  W.  Anderson,  M.D. 

Alan  G.  Chute,  Ph.D.  March  31 

Raszkowski,  Robert  R.,  M.D.,  Ph.D. 

Clinicopathologic  Conference 
Eighty-One  Year  Old  Woman  With 
Abdominal  Pain,  Diarrhea  And  Vomiting 
After  Antibiotic  Therapy 
M.  W.  Thomas,  M.D. 


Minutes  Of  The  House  Of  Delegates 
Aug.  — p.  8,  Aug.  — p.  1 1 
McGreevy.  Patrick  S.,  M.D..  FACS 

Anatomic  Distribution  Of  Colorectal  Cancer: 

A Ten  Year  Retrospective  Study 

Jane  S.  Lindholm,  M.D.  Oct. 

N 

Nearly  Fatal  Illness  Presenting  Under  The 
Guise  Of  Virus  Flu  Syndrome  (A) 


Warren  L.  Jones,  M.D.,  FACP 
Neonatal  Malaria  In  An  American  Bom  Infant 
Of  An  Asian  Immigrant 

Verdayne  R.  Brandenburg,  M.D. 

July 

5 

Jean  F.  Kenny,  M.D. 
Nuclear  Cardiology— Part  I 

June 

17 

W.  A.  Boade,  M.D. 

Feb. 

23 

O 


P 

Patient  With  Carcinoma  Of  The  Prostate  In 
Treatment  With  Stilphosterol  Developed  A Near 
Fatal  Pulmonary  Complication  (A) 

Warren  L.  Jones,  M.D.  May  5 

Pedersen,  Clarence,  M.A. 

Job  Satisfaction  Of  Central  South  Dakota 
Physicians 

William  C.  Fuller,  M.D. 

Vinod  S.  Bhatara,  M.D.,  MS,  FRCP(C) 


M.  J.  Jaqua,  Ph.D. 

John  F.  Barlow,  M.D.  Sept.  5 

Read,  Ralph,  M.D. 

X-Ray  Case  Of  The  Month  April  27 

Rehydration  Of  Air  Dried  Pap  Smears  In 
A Regional  Clinical  Laboratory 
B.  W.  Larson,  M.D. 

R.  D.  Schultz,  M.D.  April  25 

Ricci,  Joseph  S.,  Ph.D. 

Job  Satisfaction  Of  Central  South 
Dakota  Physicians 

William  C.  Fuller,  M.D. 

Vinod  S.  Bhatara,  M.D.,  MS,  FRCP  (C) 

Rene  Lapierre,  M.A. 

Clarence  Pedersen,  M.A.  Nov. 

Riesgraf,  Beth,  M.D. 

Clinicopathological  Conference 
Fifty-Seven  Year  Old  Caucasian  Male  With 
Anemia  Of  Thirty  Years  Duration 

John  F.  Barlow,  M.D.  Jan.  23 

Rogers,  Randy  L.,  M.D. 

Clinicopathological  Conference 
Ten  Year  Old  Female  With  Dyspnea,  Fever 
And  Pulmonary  Infiltrates  After 
Radiation  And  Chemotherapy 

John  F.  Barlow,  M.D.  Oct.  15 

Rosonke,  Jerome  R.,  Ph.D. 

Community  And  Professional  Perceptions 
Of  Child  Abuse  And  Neglect 

Charles  L.  Pelton,  M.D.  Feb. 


DECEMBER  1982 


33 


Month  Page 


Month 

Page 

Roster— Alphabetical 

Aug. 

41 

Roster— By  District 

S 

Scherrer,  James  J.,  Pharm.  D. 

Acute  Renal  Failure  Following 
Sulfinpyrazone  Therapy 
James  W.  Jackson,  M.D. 

Aug. 

37 

O.  M.  Jerde,  M.D. 

Schultz,  R.  D.,  M.D. 

Rehydration  Of  Air  Dried  Pap  Smears 
In  A Regional  Clinical  Laboratory 

April 

17 

B.  W.  Larson,  M.D. 

Shannon,  Gordon  J.,  M.D. 

Dissolution  Of  Retained  Common  Bile 
Duct  Stones  Using  Monooctanoin 

April 

25 

James  D.  Cassat,  M.D. 

South  Dakota  Academy  Of  Family  Physicians 
Chapter  News 

March 
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p.  1 1,  June— p.  15,  July  — p.  23,  Aug.  — p.  37,  Sept.  — p.  14, 
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South  Dakota  State  Medical  Association  Auxiliary 
News 

April  — p.  12,  Sept.  — p.  19,  Oct.  — p.  30,  Nov.  — p.  22, 

Dec.  — p.  15 

South  Dakota  Physicians’  Perceptions  Of  The 
Outcome  Of  Preterm  Newborns 
Ann  L.  Wilson.  Ph  D. 

Lawrence  R.  Wellman,  M.D. 


Tom  Hanson 

Sept. 

21 

South  Dakota  State  Medical  Association 
Annual  Meeting  Sponsors 
Stanage,  Willis  F.,  M.D. 

May 

14 

Department  Of  Health  Hyperphenylalani 
(PKU)  And  Hypothyroid  Testing 

nemia 

John  B.  Gregg,  M.D. 
Public  Health  Of  The  Future 

July 

8 

John  B.  Gregg,  M.D. 

Home  Health  Agency  Services:  Adjuncts 
To  The  Care  Of  Homebound  Patients 

Sept. 

26 

John  B.  Gregg,  M.D. 
John  N. Jones 

Dec. 

27 

T 

Teleconferencing  For  Continuing  Medical  Education 

Courtney  W.  Anderson,  M.D. 

Alan  G.  Chute,  Ph.D. 

Robert  R.  Raszkowski,  M.D.,  Rh.D. 

March 

31 
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Thomas,  M.  W.,  M.D. 

Clinicopathological  Conference 
Eighty-One  Year  Old  Woman  With 
Abdominal  Pain,  Diarrhea  And  Vomiting 
After  Antibiotic  Therapy 

Robert  R.  Raszkowski,  M.D. 

M.  J.  Jaqua,  Ph.D. 

John  F.  Barlow,  M.D.  Sept.  5 

Transactions  Of  The  South  Dakota  State  Medical 
Association  101st  Annual  Meeting  Aug.  5 

U 

V 

w 

Warren,  Merritt,  M.D. 

Clinicopathological  Conference 
Forty-Five  Year  Old  Caucasian  Male 
With  Monoarticular  Arthritis 

John  F.  Barlow,  M.D.  March  15 


Wellman,  Lawrence  R.,  M.D. 

South  Dakota  Physicians’  Perceptions 
Of  The  Outcome  Of  Preterm  Newborns 
Ann  L.  Wilson,  Ph  D. 

Tom  Hanson  Sept.  21 

Wilson,  Ann  L.,  Ph.D. 

South  Dakota  Physicians’  Perceptions 
Of  The  Outcome  Of  Preterm  Newborns 
Lawrence  R.  Wellman,  M.D. 

Tom  Hanson  Sept.  21 
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X-Ray  Case  Of  The  Month  April  27 
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Correction: 

The  following  acknowledgments  which  appeared  in  the 
November  1982  issue,  after  the  Clinicopathological  Con- 
ference, should  have  been  printed  with  the  article  titled 
“Job  Satisfaction  of  Central  South  Dakota  Physicians” 
on  page  7: 
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BEING  A PHYSICIAN 
AND  A BUSINESSMAN  I! 
LIKE  REMOVING  GALLSTONES 
WITH  A SPOON... 


it's  very  difficult  to  do.  And  the  fact  that  a physician 
has  medical  as  well  as  business  concerns  to  handle  makes 
for  a loss  of  time  and  money  ...  at  the  expense  of  the 
family. 


We  provide  you  with  an  environment  serving  a purpose — 
practicing  medicine  at  regular  working  hours.  No  sales- 
men and  attorneys  calling,  no  books  to  balance,  and 
no  late  hours.  You  can  concentrate  on  practicing  medicine 
with  a health  care  system  that's  one  of  the  finest  in  the 
world,  and  you'll  get  home  on  time,  too!  You'll  work 
in  modern,  well-equipped  hospitals  and  clinics  with  the 
most  up-to-date  technology. 

Also  included  are  excellent  programs  of  compensation, 
opportunities  for  professional  growth  and  specialization, 
30  days  of  vacation  with  pay  each  year,  full  medical 
and  dental  care  and  more. 

With  the  Air  Force,  we  want  you  to  do  one  thing:  practice 
medicine.  We  would  like  to  provide  you  with  more  in- 
formation on  Air  Force  medicine. 


Contact:  Terry  Thompson  Call  Collect: 

619  W.  11th  Street  605/334-4771 


A great  way  of  We 
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Future  Meetings 


January 

Digital  Radiography  1983:  National  Symposium,  Diplomat  Re- 
sort, Hollywood,  FL,  Jan.  3 1 -Feb.  4.  Fee:  $300.  32  hrs.  Category 
I credits.  Contact:  Educational  Symposium,  P.O.  Box  17241, 
Tampa,  FL  33682. 

Thermography  and  Breast  Screening,  Chicago  Marriott  O’Hare, 
Chicago,  111.,  Jan.  21,  1983.  Fee:  $ 1 50.  Contact:  Paula  Hobbins, 
Thermal  Image  Analysis,  P.O.  Box  5368,  Madison,  WI  53705. 
Phone:  (608)  273-0362. 

2nd  Annual  Winter  Congress  on  Computed  Tomography  and  Ul- 
trasonography, St.  Moritz,  Switzerland,  Jan.  20-30.  AMA  Cat- 
egory I credits.  Contact:  Congress  Secretary,  2nd  Annual  Winter 
Congress,  Dept,  of  Rad.,  West  Park  Hosp.  22141  Roscoe  Blvd., 
Canoga  Park,  CA  91304.  Phone:  (213)  340-0580  ext.  280. 

February 

Recognizing  and  Resolving  Chemical  Abuse  Problems,  St.  Mary’s 
Hosp.,  Minneapolis,  MN,  Feb.  17-18.  Fee:  $150.  14  hours. 
Category  I AMA/ACCME  credits.  Contact:  Office  of  CME, 
Box  293  Mayo  Mem.  Bldg.,  420  Delaware  St.,  S.E.,  Minne- 
apolis, MN  55455.  Phone:  (612)  373-8012. 

Medical  Aspects  of  Boxing,  Caesar’s  Palace,  Las  Vegas,  N V,  Feb. 
18.  Fee:  $50.  6 hrs.  Category  I credits.  Contact:  AMA  Con- 
ference on  Med.  Aspects  of  Boxing,  Dept,  of  Environmental, 
Public  & Occupational  Health,  AMA,  535  N.  Dearborn  St., 
Chicago,  IL  60610. 

Interdisciplinary  Approach  to  Treatment  of  the  Critically  111  Pa- 
tient, St.  Paul-Ramsey  Med.  Ctr.,  St.  Paul,  Minn.,  Feb.  24-26. 
16  hrs.  AMA  Category  I credits.  Contact:  Charles  W.  Drage, 
M.D.,  CME,  St.  Paul-Ramsey  Med.  Ctr.,  640  Jackson  St.,  St. 
Paul,  MN  55101.  Phone:  (612)  221-3992. 

Current  Concepts  in  Pain  Management,  Steamboat  Springs,  CO, 
Feb.  28-Mar.  4.  Fee:  $250.  Contact:  D.  Berman,  M.D.,  Prog. 
Dir.,  3301  Johnson  St.,  Hollywood,  FL  33021.  Phone:  (305) 
989-6650. 

Annual  Meeting  of  the  United  States-Canadian  Division  of  In- 
ternational Academy  of  Pathology,  Atlanta  Hilton,  Atlanta, 
GA,  Feb.  28-March  4.  Contact:  Dr.  Nathan  Kaufman,  Sec./ 
Treas.,  U.S. -Canadian  Div.  of  Inter.  Academy  of  Path.,  1003 
Chafee  Ave.,  Augusta,  GA  30904.  Phone:  (404)  724-2973. 


March 

Cancer  Invasion  and  Metastasis,  Shamrock  Hilton  Hotel,  Hous- 
ton, TX,  March  1-4.  Contact:  Off.  of  Conference  Service,  Box 
18,  M.D.  Anderson  Hosp.  & Tumor  Instit.,  6723  Bertner  Ave., 
Houston,  TX  77030.  Phone:  (713)  792-2222. 

Refresher  Course  for  the  Family  Physician,  U.  of  Iowa,  Iowa 
City,  I A,  March  1-4.  Category  I credit  hrs.  Contact:  Richard 
Caplan,  M.D.,  Assoc.  Dean  for  CME,  Univ.  of  Iowa  Coll,  of 
Med.,  Iowa  City,  IA  52242. 

Clinical  Therapeutics— 1983,  St.  Paul-Ramsey  Med.  Ctr.,  St.  Paul, 
MN,  March  3-5.  18  hrs.  AMA/ACCME  Category  I credits. 
Contact:  Charles  W.  Drage,  M.D.,  Dir.  CME,  St.  Paul-Ramsey 
Med.  Ctr.,  640  Jackson  St.,  St.  Paul,  MN  55101.  Phone:  (612) 
221-3992. 
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Ophthalmology  Clinical  Conference,  U.  of  Iowa,  Iowa  City,  IA, 
March  2.  Category  I credit  hrs.  Contact:  Richard  Caplan,  M.D., 
Assoc.  Dean  for  CME,  Univ.  of  Iowa  Coll,  of  Med.,  Iowa  City, 
IA  52242. 

Cardiac  Dilemmas,  U.  of  Iowa,  Iowa  City,  IA,  March  10-12. 
Category  I credit  hrs.  Contact:  Richard  Caplan,  M.D.,  Assoc. 
Dean  for  CME,  Univ.  of  Iowa  Coll,  of  Med.,  Iowa  City,  IA 
52242. 

Fourth  Annual  Mammoth  Mountain  Emergency  Medicine  Ski 
Conference,  Mammoth  Lakes,  CA,  March  13-18.  Fee:  $325. 
23  hrs.  AAFP  & AMA  Category  I credits.  Contact:  Daniel  L. 
Abbott,  M.D.,  Prog.  Dir.,  Medical  Conference,  Inc.,  Box  52- 
B,  Newport  Beach,  CA  92662.  Phone:  (714)  642-7080. 

Otolaryngology  Clinical  Conference,  U.  of  Iowa,  Iowa  City,  IA, 
March  1 1 . Category  I credit  hrs.  Contact:  Richard  Caplan, 
M.D.,  Assoc.  Dean  for  CME,  Univ.  of  Iowa  Coll,  of  Med., 
Iowa  City,  IA  52242. 

Sixth  National  Conference  on  Rural  Primary  Care,  Radisson- 
Muehlebach  Hotel,  Kansas  City,  MO,  March  6-9.  Contact: 
Came  Samuel,  Conf.  Cood.,  NRPCA,  Box  1211,  Waterville, 
ME  04901.  Phone:  (207)  873-7784. 

Diet  Therapy  U.S.A.,  U.  of  Iowa,  Iowa  City,  IA,  March  16. 
Category  I credit  hrs..  Contact:  Richard  Caplan.  M.D.,  Assoc. 
Dean  for  CME,  Univ.  of  Iowa  Coll,  of  Med.,  Iowa  City,  IA 
52242. 

Radiation  Therapy  Seminar,  U.  of  Iowa,  Iowa  City,  IA,  March 
1 7.  Category  I credit  hrs.  Contact:  Richard  Caplan,  M.D.,  Assoc. 
Dean  for  CME,  Univ  of  Iowa  Coll,  of  Med.,  Iowa  City,  IA 
52242. 

Current  Concepts  In  Cardiopulmonary  Medicine,  St.  Paul-Ramsey 
Med.  Ctr.,  St.  Paul,  MN,  March  17-19.  18  hrs.  Category  I 
AMA/ACCME  credits.  Contact:  Charles  W.  Drage,  M.D.,  Dir. 
CME,  St.  Paul-Ramsey  Med.  Ctr.,  640  Jackson  St.,  St.  Paul, 
MN  55101.  Phone:  (612)  221-3992. 

Fourth  Annual  Update:  Occupational  and  Environmental  Pul- 
monary Diseases,  St.  Paul-Ramsey  Med.  Ctr.,  St.  Paul,  MN, 
March  19.  5 hrs.  Category  I AMA/ACCME  credits.  Contact: 
Charles  W.  Drage,  M.D.,  Dir.  CME,  St.  Paul-Ramsey  Med. 
Ctr.,  640  Jackson  St.,  St.  Paul.  MN  55101.  Phone:  (612)  221- 
3992. 

Ob/Gyn  LJpdate  — 1983,  St.  Paul-Ramsey  Med.  Ctr.,  St.  Paul, 
MN,  March  24-25.  14  hrs.  Category  I AMA/ACCME  credits. 
Contact:  Charles  W.  Drage,  M.D.,  Dir.  CME,  St.  Paul-Ramsey 
Med.  Ctr.,  641  Jackson  St.,  St.  Paul,  MN  55101.  Phone:  (612) 
221-3992. 

Iowa  Digestive  Disease  Society  Meeting,  U.  of  Iowa,  Iowa  City, 
IA,  March  25-26.  Category  I credit  hrs.  Contact:  Richard  Cap- 
lan, M.D.,  Assoc.  Dean  for  CME,  Univ.  of  Iowa  Coll,  of  Med., 
Iowa  City,  IA  52242. 

April 

Clinical  Cytopathology  for  Pathologists  — Postgraduate  Course, 

Johns  Hopkins  U.  School  of  Med.  & Hosp.,  Baltimore,  MD, 
Apr  18-29,  1983.  Home-study  course  offered  during  Mar.  & 
Apr.  125  hrs.  AMA  Category  I credits.  Contact  before  Feb.  2: 
John  K.  Frost,  M.D.,  610  Pathology  Bldg.,  The  Johns  Hopkins 
Hosp.,  Baltimore,  MD  21205. 
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